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THE FUTURE OF SURGERY* 


BY 


Sir HENEAGE OGILVIE, K.B.E., D.M., M.Ch. F.R.C.S. 
Consulting Surgeon, Guy's Hospital and Royal Masonic Hospital 


It is not given to mortals to see into the future. Those 
who claim to foretell coming events do so for their own 
profit. Racing tipsters, financial advisers, crystal gazers, 
palmists, politicians, all hedge their predictions with so 
many ambiguities that, whatever the result, they can 
never be proved to have been wrong. Wise men are 
more cautious. 

It has often been stated in the past that surgery has 
no future, that it can make no further discoveries or 
spectacular advances, but that its role remains to polish 
and perfect what has already been done. Erichsen 
wrote in 1895: “There cannot always be fresh fields 
for conquest by the knife. There must be portions of 
the human frame that will ever remain sacred from its 
intrusion—at least in the surgeon’s hand. The surgeon 
of the future can scarcely hope to invent new opera- 
tions, he must be content to modify and perfect those 
that have been devised by the genius and skill of his 
predecessors.” 

These prophecies have been proved false—or have 
they? If surgery is the treatment of diseases and 
injuries by manual processes, it is probably true to say 
that the ultimate perfection of manual skill was reached 
some 50 or 60 years ago. Operative surgery dates from 
Lister. From the time when in 1867 he showed that 
human tissues could be divided and closed with safety, 
surgeons were quick to explore every region of the body, 
to study every disease in order to discover whether its 
progress could be arrested or ameliorated by operation. 
They planned and performed undertakings that have not 
since been exceeded in scope or severity. By 1910 they 
had laid down the main outlines of surgery as we know 
it to-day. 

The majority of those pioneers were, as pioneers 
usually are, rough and rude. Good operators were as 
rare then as bad ones are to-day, but the best of them 
developed a skill and a dexterity that have never been, 
and probably never could be, exceeded. Men like Mac- 
ewen and Lane in 1890 and Moynihan in 1910 could 
have undertaken any modern operation on the brain, 
the heart, or the joints, had they had the tools and the 
assistants that we have to-day. Surgery has advanced. 
It has advanced out of all recognition within the last 
twenty years. Operative technique is gentler, operative 
mortality is less, operative results are better than they 
have ever been before. But the advance has been due, 
not to surgical skill or enterprise, but to advances in 





* An address delivered to the Manchester Medical Society on 
May 5, 1954. 


parasurgical methods that have enabled the operator 
to do easily and safely things that his predecessors could 
not attempt. This is the day of the backroom boy. 


Three Great Advances 


The first world war marked a great advance in surgical 
thought, a return to the physiological outlook of 
Hunter, Astley Cooper, and Hilton. But the para- 
surgical advances I have in mind have all come about 
since that war; indeed, since I was appointed to the 
staff of Guy’s Hospital. The continuous administration 
of fluids was introduced simultaneously by Hendon and 
Matas in 1926. I encountered it in Sweden in 1930, and 
was, I believe, the first to use it in England. Continuous 
gastric suction appeared a little earlier. John Ryle was 
working at gastric intubation in 1920, and my fellow 
registrar, Gaymer Jones, now at Windsor, was using 
continuous suction through an indwelling Ryle tube in 
the treatment of peritonitis and intestinal obstruction in 
1922; but the credit for advocating the principle of 
intestinal decompression belongs to Wangensteen, who 
described it in 1932. These two advances enabled the 
surgeon to do something he had never been able to do 
before: to apply to the injured or infected alimentary 
canal the same principle as he used in the treatment of 
other injured or infected structures—rest. The mortality 
of intestinal obstruction and peritonitis dropped rapidly 
from one of 30 to 40% to one of 5 to 10%. 

Intravenous medication brought also the new science 
of resuscitation. Blood transfusion began with Lewisohn, 
of New York, shortly before the first world war, but it 
is not unfair to say that in that war it never got beyond 
the stage of an interesting experiment. One or, at most, 
two pints of blood were given in cases of severe haemor- 
rhage, and if the patient did not then recover he was 
said to be suffering from “irreversible shock.” Con- 
tinuous transfusion in amounts graded to the needs of 
the patient rather than the calculations of the theorist 
was introduced by Marriott and Kekwick in 1935 in 
the treatment of massive haemorrhage from peptic ulcer. 
The full use of blood in the quantities and at the rate 
necessary to restore rapidly that lost, and the standpoint 
that no traumatic shock is irreversible if it is reversed 
soon enough and energetically enough, we owe entirely 
to Lieutenant-Colonel G. A. Buttle, who directed the 
transfusion service of the 8th Army during the desert 
battles. 

No more convincing demonstration of the value of 
these three advances—intravenous therapy, intestinal 


decompression, and resuscitation—could be produced 
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than the difference between the recovery rate in the 
abdominal wounds in the first world war and that in the 
second. In the first war 40% recovered, in the second 
70%, but this does not convey an adequate picture of 
the improvement. Of the deaths in the second world 
war, 60% took place in the first forty-eight hours. These 
early deaths were in men injured beyond recovery, men 
who in the first world war, without transfusion and 
motor transport, would never have survived to reach 
a surgical centre. If these deaths are excluded the re- 
covery rate for comparable cases becomes 85%. The 
surgeons were no better, but the methods at their dis- 
posal were decisive. 


With the increased use of intravenous replacement and 
medication has come the study of the needs of the body 
in water, electrolytes, proteins, and calories. A normal 
man, eating and drinking as he wishes, automatically 
adjusts his intake of water, salts, foodstuffs, and vitamins 
to the needs of his body. A sick man has different 
desires, but they are usually an accurate guide to his 
requirements, and he will make few mistakes. But a 
patient on intravenous medication gets what the doctor 
thinks he ought to have, and he may suffer gross excesses 
and dangerous deficiencies because of the well-meant 
miscalculations or the plain ignorance of his attendant. 
Within the last few years the study of fluid and electro- 
lyte balance, which owes much to the work of Francis 
Moore at the Peter Bent Brigham Hospital in Boston, 
has enabled the surgeon to maintain a patient for weeks 
at a time, should this be necessary, in a state of metabolic 
health. The dangers of potassium deficiency and excess 
have only lately been appreciated. 


The Effects of Chemotherapy 


Chemotherapy dates from the introduction of “ prontosil ” 
in 1935. The era of antibiotics started with the production 
of penicillin in 1943. Within the last few years many new 
sulphonamides and many new antibiotics have been made 
available. In the constant succession the great value of 
the sulphonamides tends to be forgotten, and the dangers 
of indiscriminate use of the antibiotics are not considered. 
The chemotherapeutic agents, whether sulphonamides or 
antibiotics, are supremely effective in attacking bacteria 
without damaging the host, but each of them is effective 
against certain bacteria only, and none of them can attack 
bacteria that they cannot reach. By eliminating the sensi- 
tive organisms, they are gradually populating the world with 
a mew race of bacteria, as virulent as those they have 
replaced, but infinitely more dangerous, because until some 
new antibiotic appears they are safe from attack. In one 
large hospital, 70°, of the nursing staff are now carriers 
of penicillin-resistant staphylococci. By eliminating the 
sensitive organisms in the symbiotic colony that inhabits 
every epithelial surface of the body they leave the field 
open to the insensitive ones, which have hitherto been kept 
down by their more powerful neighbours. As pneumococcal 
pneumonia disappears, virus pneumonia takes its place. 
The streptococcal sore throat is often converted by peni- 
cillin lozenges into a sorer throat attacked by strange 
organisms hitherto latent. In the intestine sterilized by 
streptomycin and sulphaphthalidine the monilia is apt to 
become a pest. While compared with the antiseptics the 
antibiotics are innocuous, they are all to some extent danger- 
ous—penicillin the least, chloramphenicol the most. In 
attacking the bacteria many of them may knock out the 
cellular resistance of the host—suddenly, without warning, 
and often irreparably. Their most harmful action is that 
they absolve the body from the need to bring its immune 
mechanism into play, and rob it of a defence mechanism 
that has been acquired and perfected through millions of 
years of evolution and that seldom fails. 
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Technical Methods 


New technical methods have appeared. Electrocoagula- 
tion, as a method of cutting tissues and arresting haemor- 
rhage, first came into use between 1920 and 1925. It has 
enabled great advance to be made in the surgery of regions 
that are inaccessible, or in which, owing to the vascularity 
and the absence of connective tissue, haemostasis is a major 
problem. These considerations apply particularly to the 
surgery of the brain, but to a less degree to that of the 
mouth, the lower urinary tract, and the solid vascular organs, 
such as the kidney and liver. On the other hand, it has 
enabled surgeons of little skill and ability to perform in 
comparative safety operations which they would otherwise 
have been unable to do. New surgical materials, stronger 
than those formerly in use and innocuous to the body, have 
helped haemostases and closure, and new metals and plastic 
materials have revolutionized the operative treatment of 
fractures, and made the use of prostheses to replace diseased 
or missing parts of the skeleton for the first time a practical 
proposition. 


Anaesthesia 


The most notable advance in the period I am reviewing, 
that of my own surgical career, has been in the field of 
anaesthesia. Anaesthesia has been advancing since its 
introduction in 1846, but the changes that have taken place 
in this field in the last twenty years exceed those of the 
previous ninety. In my first ten years as an assistant sur- 
geon many of my difficulties during the operation, much of 
my post-operative morbidity, and perhaps a quarter of my 
post-operative deaths were due to the anaesthetic. As a 
junior surgeon I was unable to secure the services of a 
trained anaesthetist, and had to depend on the services of 
any recently qualified man whom my house-surgeon was 
able to bring in. Most of my patients were terrified when 
they entered the theatre, struggling during induction, deep 
purple when they reached the table, stertorous and bubbling 
throughout the operation, unconscious and motionless dur- 
ing the first six hours after they returned to the ward, 
vomiting for the next twelve, and chesty for the next week. 
So fearful was I of anaesthetics that for twelve years, from 
1927 to 1939. | performed all my gastrectomies and much 
of my major surgery under local analgesia alone. 

The modern anaesthetist gains the patient’s confidence 
by a complete pre-operative overhaul, prepares him by a 
careful assessment and adjustment of his deficiencies, allays 
his fears by pre-operative medication, renders him uncon- 
scious by an intravenous barbiturate, maintains analgesia 
by one of the anaesthetic gases, ensures oxygenation and 
immobility of the diaphragm by controlled respiration, and 
by the use of relaxants provides the degree of muscular 
relaxation needed at any stage of the operation. He is no 
longer a mere “dope merchant.” He takes over the whole 
responsibility for the patient’s welfare and the surgeon’s 
peace of mind. He presents the operator with tissues in a 
condition to suit him, relieves him of all anxiety except for 
the technical details of the operation itself, and hands him 
back a patient alive and well and about to come round. 


Qualities of the Great Surgeon 


Can one foresee what advances may come in the future ? 
I have already expressed the view that manual skill has not 
appreciably improved in the last fifty years, and cannot 
improve much further. But manual skill is not the whole 
of surgery. The great surgeon must, at any rate, possess 
eight other qualities in high degree. He must have know- 
ledge of the basic sciences, and particularly of pathology, 
of the theory and practice of clinical and operative surgery, 
and of the writings of other surgeons. He must have 
wisdom, the blending of knowledge and experience into a 
personal outlook that will guide him to the solution of 
fresh problems. He must have the power of communicat- 
ing his views to others, of clear writing, and clear speaking, 
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which in turn arise from clear thinking. He must have 
originality, the ability to find in his experience the path 
that leads to fresh knowledge and enables him to leave sur- 
gery in some way better for his stewardship. He must have 
leadership, the power to convince contemporaries and to 
fire juniors with his own enthusiasm. He must have 
integrity, absolute standards of honesty, justice, and 
humanity. He must have courage to hold on in difficulty, 
to persevere in failure, to back what he believes to be 
right though all men attack him. He must also have 
humility, a consciousness of the great disparity between 
his achievements and his hopes. There are not many sur- 
geons who are great by these standards, but of that small 
company three at any rate are in this country. 

If perfect surgeons are so rare, might not the way to 
future improvement in surgery be in syndication, just as in 
evolution various creatures, by combining in packs, flocks, 
hives, or colonies, have been able to survive and flourish 
where as individuals they would have perished 2? Most sur- 
geons believe in their inmost hearts that combined opera- 
tions would lead to better work. When one of them is ill 
and in need of a severe and hazardous operation, he thinks 
along these lines, though he may not say it: “I should 
like old Smith to decide whether operation is necessary, 
and I should like Jones to confirm his opinion and tell us 
what operation should be done. I should like Brown to 
do the eperation, but I should like Robinson to assist him 
and see that he doesn’t have a brain-wave during the course 
of it. When it is over I should like Jenkins to take charge 
of the after-treatment.” A great part of every operation 
consists in stitching, an art in which a surgeon has not been 
trained, that he attempts for the first time as an adult, and 
that he never learns to do really well. Yet by his side, 
veiled and voiceless, is a girl who has been stitching since 
she could toddle and who could do the job more neatly 
than he can, and in half the time. Operations would be 
done much better if the surgeon, having explored, decided, 
mobilized, and resected, were to hand over reconstruction 
and closure to a nurse working under his direction, leaving 
to her the fashioning of the anastomosis, the recovering 
of raw area, and the closure of the wound. 


Problems for the Laboratory 


it is difficult for one who is not a scientist to guess what 
advances may come from the laboratory or the factory. 
We shall certainly have a succession of new antibiotics, 
analgesics, sedatives, and ganglion blockers. I suppose we 
need them. At any rate, we shall get them. What do we 
need that we are unlikely to get? What should we beg 
the boffins to produce for us? I can think of two things. 
The first is a contrast medium excreted by the pancreas, 
that will give a reasonably accurate estimate of pancreatic 
function, and allow the demonstration of obstruction to the 
ducts and of tumours at an early stage. The second is some 
systemic haemostatic that will arrest bleeding from small 
vessels divided at operation. We have at present many 
effective means of preventing blood clotting, but no means 
of accelerating clotting that does not bring the risk of 
spontaneous thrombosis in the cardiac or cerebral vessels. 
Bleeding from large arteries in known situations is no 
problem. Bleeding from countless small vessels can be a 
very real nuisance in the operations of radical mastectomy, 
thyroidectomy, and many others. Can we not have some 
substance which when injected into the circulation acts like 
thrombokinase (if thrombologists still allow its existence) and 
seals cut vessels as soon as the blood spurts out? Can we 
not have a haemostatic liquid that is sprayed on to the 
flaps as they are turned back and on to the chest wall as 
the breast is removed? Can we not have a pistol-grip 
forceps with a reservoir in the handle with which we nip 
each little bleeding-point as we meet it, leaving it securely 
sealed with a drop of haemostatic glue ? 

Scientists have abolished the two chief causes of death 
in surgical patients—shock and sepsis—but bleeding remains 
a nuisance. The anaesthetists are attempting to diminish 


blood loss by slowing down the circulation, but the basic 
danger remains that a retardation sufficient to help the sur- 
geon at the site of operation may lead to thrombosis in 
central vessels, particularly in the elderly. Hypotension, 
however it is produced, brings grave risks of permanent 
damage to the central nervous system. In my view the 
tragedies following hypotensive anaesthesia are too numer- 
ous to justify its use except in the approach to intracranial 
and other aneurysms, in radical mastectomy in young 
women, and in thoracic operations, such as decortication 
and the resection of aortic coarctation, in which consider- 
able blood loss is inevitable. It will certainly allow the 
general or plastic surgeon to do a difficult operation with 
supreme artistry and to take his bow ; but that is little con- 
solation to the relatives of the patient who may die within 
the next few hours or, worse still, linger for months as a 
decerebrate animal. Refrigeration appears preferable, for 
it not merely slows the circulation, but diminishes the need 
of the tissue for oxygen. It clearly has its place in cardiac 
surgery, but that place is at present strictly limited by the 
“fibrillation barrier” that seems to bar depression of the 
temperature below 25° C. without providing first ventricular 
fibrillation, then cardiac arrest. That barrier removed, the 
possible benefits of refrigeration, not merely surgical but 
social, would be almost unlimited. Surgeons could work 
slowly and methodically with a minimum of instruments. 
Parents could refrigerate their youngsters before going on 
holiday, merely asking the postman to keep an eye on the 
thermostat while they were away, and warm them up ready 
for an extra large meal on their return. 


“ Pneumatic Surgery ” 


Are there any further regions open to surgical enter- 
prise 2? Every cavity has been explored. Every organ has 
been attacked. The body is worked at, and only the soul 
remains. I have been told that there was once a Scottish 
chair of pneumatic theology, concerned with the study of 
the pneuma or spirit. There is an equally important field 
of pneumatic surgery, whose boundaries only have been 
approached. 

Personality, character, individuality, all that goes to make 
the pneuma, the motive force that animates the bodily frame 
from the cradle to the grave, seems to be compounded of 
instincts, impulses, and reflexes resident in the thalamus and 
basal ganglia. This “ personality-motor” of any individual 
has been moulded and transmitted by heredity, modified to 
a slight extent during its period of development by educa- 
tion and environment, and throughout life is subject to 
chemical control—by the secretion of the ductless glands 
which it calls into action but which in reality control it, by 
the products of metabolism, by drugs and stimulants, and 
by the toxins of disease. The cerebrum is the sense organ, 
but not, as we fondly think, the director, of this personality- 
motor. It receives, sorts, and stores for future use the 
impressions received by the eyes, ears, and hands. It analyses 
the inarticulate demands received from the boss in the base- 
ment, and, using them as a guide, prepares a detailed plan 
of campaign, and working instructions to the effector organs. 
It has learned to ascribe the actions it initiates to voluntary 
decisions, made after careful consideration on the highest 
moral and intellectual grounds. But it does not really 
believe its own high-sounding protestations, and in sleep 
it laughs at itself. 

Surgery has ventured to approach the fringe of pneumatic 
surgery from two points : the endocrine and the telencephalic. 
The effects of disordered endocrine function on personality 
are well known. The anxious restlessness of thyrotoxi- 
cosis, the lethargy of myxoedema, the aggressiveness of 
adolescence and the unambitious placidity of the eunuch, 
the sudden rages of the adrenal hypertensive, the bewil- 
dered loneliness of the hermaphrodite—all these are familiar 
clinical pictures. Surgery by correcting excess, and hormone 
therapy by supplying deficiency, can do much to restore 
these sufferers to normal. In mental disease the influence 
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of organic and removable neurological abnormalities in 
affecting character is being increasingly recognized. Hemi- 
spherectomy, while it cannot restore the paralysis of a spas- 
tic child, will make it no worse, and will put an end to the 
fits and the rages that made it ineducable. Identification and 
removal of a trigger focus in the temporal lobe may trans- 
form a handicapped epileptic into a useful citizen. Opera- 
tions on the frontal lobes may enable a manic patient to 
leave hospital and fill a useful place in society. 

These operations, apart from thyroidectomy for thyro- 
toxicosis, are recent developments, the first incursion of 
surgery into the field of pneumatic therapy. Much research 
is being undertaken into the function of the cortical areas 
and subcortical pathways of the frontal lobes in the 
endeavour to plan operations that can relieve tension 
without any associated deterioration in character. Further 
endocrine ablations, notably of the adrenals, have been 
undertaken for a variety of indications too recently for 
their value to be assessed. The surgery of endocrine re- 
placement by transplantation must await the breaking of 
the barrier of the immune reaction that at present prevents 
the use of homogenous grafts, but it will come. 


Surgery as a Profession 


But let us leave Surgery as a science and an art, and 
attempt to see the future of Surgery as a profession. To 
one brought up in the traditions of British surgery the 
attempt is depressing. 

British surgery has always stood high because it has 
always been progressive ; indeed, it can be claimed, and not 
without reason, that every surgical advance of major 
importance has come from this country. The rescue of 
surgery from the traditionalism, empiricism, and charla- 
tanism that marked its practice in the Middle Ages, and 
its establishment as a science based on observation and 
research, we owe to a Scotsman working in London, John 
Hunter. The transformation of the practice of surgery from 
a trade to an art was the work of a Londoner working in 
Scotland, Joseph Lister. Anaesthesia arose simultaneously 
in Britain and America, but modern anaesthesia that made 
modern surgery possible owes more to an Irishman in 
England, Ivan Magill, than to any other man. The final 
conquest of infection has come from another London Scot, 
Alexander Fleming. 

British surgery has been progressive because it has de- 
veloped by the method of natural selection that favours the 
good and discourages the bad with a certainty that planning 
can never accomplish. Every doctor has been legally entitled 
to practise medicine, surgery, and obstetrics, and till lately 
he has been able to do so within the limits imposed by the 
opinion of his fellows, the trust of his patients, and his own 
conscience. He might, if he was brilliant, skilful, or lucky, 
secure a post on the staff of a teaching hospital. He might 
be appointed surgeon to a general hospital in a large city 
or to a smaller country hospital. If he failed to get a recog- 
nized surgical post he could join a practice as surgical part- 
ner. Even without a higher surgical diploma he could still 
operate on those of his patients who demanded his services. 
In each case he was given an opportunity to make good, 
rather than a guaranteed position. If having started as a 
consultant he proved a failure, his colleagues ceased to call 
him in consultation, his patients went to others, and he 
yielded his place to a better man. If, on the other hand, 
having started as a general practitioner, he found that his 
real talents and interests lay in surgery, his success would 
bring him practice, and his reputation would eventually 
bring him a hospital appointment. Two of the most 
famous surgeons of all time, Mayo Robson and Ruther- 
ford Morison, began as general practitioners. 

Under these conditions it was impossible to keep a good 
man down, and difficult to keep a bad man up for long. 
Each surgeon had the beds he could use, but no more. He 
might be attached to a chief for administrative purposes, 
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but he was never under his orders. He himself had juniors 
under his instruction, but he was never in the position to 
tell a colleague what operations to do and how to do them. 
Such conditions were in marked contrast to those prevailing 
in Germany, where in each centre a professor had control 
of some 300 beds, decided the work that his juniors should 
do and the research they should undertake, and expected 
that their papers should be published under his name. These 
juniors, often men of 50 or over, grew grey and subservient 
in his service, for their employment depended on his good 
will, and their promotion depended on his recommendation. 
The system led to the permanence of local tradition, to the 
production of gadgets and parlour tricks, but to the stifling 
of real advance. The contributions of Germany to surgica! 
advance in the last 50 years have been pathetic. 

Our British traditions have now been cast aside. In the 
place of surgery as a vocation, a dangerous adventure call- 
ing to the stout of heart, we have surgery as a guaranteed 
career, offering a fixed number of beds requiring a fixed 
number of sessions to look after them, a steady supply of 
patients, a scheduled income rising steadily with seniority 
rather than proficiency, little chance of promotion however 
good one’s work may be, employment till a statutory age. 
however one may deteriorate, no opportunity of further 
employment after that age however good one may be at 
the time, and a pension on retirement. To this safe haven, 
offered by the Welfare State, many are called, but few are 
chosen. 


A Heartbreaking Problem 


The number of applicants for every consultant post in 
surgery is one of the most heartbreaking problems of to-day. 
It is easy to discuss the causes that have led to this situation, 
but very difficult to suggest a remedy. Once again posts 
that formerly presented an opportunity only have become 
forms of employment. A registrarship in pre-Beveridge 
days was an opportunity for learning and a possible stepping- 
stone for advancement, but always a temporary post. It did 
not provide a living wage or imply a promise of better things 
to come. If the holder was lucky he got on, if he was 
unlucky he got out, but without a sense of grievance, for 
there were other opportunities open to him. The registrar 
to-day is better paid than his counterpart in any other 
scientific profession, far better than his counterpart in 
America. He marries and settles down, though his status 
is by definition a transitory one. He may have no aptitude 
for surgery and have collected a Fellowship merely as a 
form of investment. In the old days he would have dropped 
ovt and sought other employment, but now there is no other 
employment open to him. He remains in the hope that he 
will move slowly to the head of the queue, and in remaining 
he keeps others from opportunities of which they might 
make better use. On the other hand, he may be a brilliant 
surgeon, fitted in every way for a consultant post, but he 
must compete for it against many whose seniority and long 
service will count perhaps unduly in their favour. 

In the struggle, where 60 applicants competing for one 
consultant post are being judged by a selection committee 
who know none of them personally, the choice tends to be 
decided by labels rather than by ability, by degrees and 
testimonials rather than by evidence of clinical judgment. 
reliability, and operative skill. The tendency to collect 
and display multiple degrees and diplomas is an ominous 
one. It is difficult to reach the short list without a Master- 
ship in Surgery. Some candidates possess the Fellowship 
of three, or even four, Royal Colleges. 

While the number of applicants increases, the number of 
posts available is decreasing, for very often a group of beds 
that were shared a few years ago by five part-time surgeons 
are now allotted to two surgeons working whole-time or in 
that slightly phony category “ maximum part-time.” There 
is an increasing tendency on the part of those newly accepted 
as consultants to prefer regular hours and security to the 
certain anxieties and uncertain rewards of private practice 
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Private Practice 


I am one who holds that the maintenance of private prac- 
tice in some form is essential not merely to the future 
advance of British surgery but to the integrity of the 
National Health Service. It is fundamental that every sick 
man should have a right to the treatment his disability 
requires, regardless of his ability to pay for it. It is equally 
fundamental that he should have the right, when in doubt, 
to consult an expert of undoubted standing and integrity 
selected and employed by himself. Without such a right, 
no State service can remain efficient or command respect. 
It is clearly in the interest of the State that those whose 
advice is sought in consultation and those who work in its 
service should be the same. 


I will go further and express my conviction that the pro- 
fessors of all clinical subjects should not merely be allowed, 
but encouraged, to conduct private practice within the limits 
of their unit. I have urged this repeatedly at selection 
boards. I have outlined standing orders which would ensure 
that the whole work of the professor, including his private 
work, was available for the teaching of his subject. But my 
pleas fell on the deaf ears of the professors of theology, 
Arabic, and botany who made the appointment. The mere 
fact that they would not listen, that they would not try an 
experiment that is successful in every other country and 
observe its results, suggests that they were lacking in the 
Scientific spirit. 

I know admirable whole-time professors. I know none 
who would not be improved by private practice within the 
limits that I have suggested. Private practice would keep 
them human, for in it they would be dealing not with cases 
in a series but with human beings and their human families. 
It would keep them alert, for their supply of patients would 
depend on their success rather than on a professorial list. 
It would keep them humble, for their work would have to 
stand comparison with that of their colleagues. 


The danger of the present position, as I see it, lies in the 
substitution of a label for reality, of an awarded position 
for an earned position. Formerly a surgeon was what he 
made himself in the eyes of his fellows. He started as one 
to be watched, became one to be employed, and finally one 
to be consulted. To-day he walks into a board-room a 
registrar and comes out a consultant. Formerly he climbed 
the ladder of professional standing carefully, under watch- 
ful and not always friendly eyes. He studied what had 
already been done and what results had already been 
obtained before he started to invent new methods, and he 
made very sure of the soundness of his innovations before 
he published them. To-day he is no sooner appointed than 
he designs a new operation, one that ignores past experience 
and physiological principles, and he blares it abroad with all 
the ballyhoo of an advertisement for a new detergent without 
waiting to observe its results. It is as wrong for a surgeon 
to undertake a difficult operation for which he has not been 
trained as it is for a man to run a sports car through a 
football crowd before he has passed his driving test. It is 
as criminal for a surgeon to practise and publish a new 
operation without complete study as it is for a manufacturer 
to put a dangerous drug on the market without previous 
laboratory tests. 

Now that surgery has become a nationalized industry 
the nation must surely recognize that it is one in which 
skill and wisdom are acquired slowly, progressively, and 
by apprenticeship. The two grades at present recognized 
in surgery, registrar and consultant, do not recognize the 
progressive nature of surgical training and the gradual 
release of supervision and assumption of responsibility that 
is necessary in any surgical service. There is need for an 
intermediate grade, one comparable to that of a surgical 
Specialist with the rank of major in the Army, an assistant 
surgeon of specialist rank, responsible for his own beds and 
his own out-patient sessions, but advised to some extent by 


consultant colleagues and remunerated on a scale intermedi- 
ate between that of registrar and consultant. Such a grade 
would absorb many of the senior registrars who are in fact 
doing the work, and give them the security of tenure that 
they now lack. 


Conclusion 


To conclude, I must disagree with Erichsen. The end is 
not yet. A multitude of problems remain to be solved. 
Though much is known about peptic ulceration and its treat- 
ment, the whole answer still eludes us. The discovery of 
the cause of cancer seems to be as far off as ever, but the 
cause of sarcoma, which is surely a different disease from 
carcinoma, may be found in our lifetime. If the pioneers 
of the past had failed to inspire others to build on the 
foundations which they had laid, the progress of surgery 
would have come to an end long ago. 


Let me quote from the translation of a hymn from the 
Sanskrit : 


Listen to the Salutation of the Dawn, 

Look to this Day, 

In its brief course lie all the verities and realities of 
your existence. 

For to-day well lived makes every yesterday a dream of 
happiness, every to-morrow a vision of hope— 

Look well therefore to this day. 
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(From the Department of Medicine, Postgraduate Medical 
School of London) 


Cheyne-Stokes respiration is an easily recognized con- 
dition, the features of which are said to have been 
described by John Hunter (Gibson, 1892). Its presence 
during waking hours in patients suffering from cardiac 
or cerebral disease is thought to point to a serious prog- 
nosis and usually an early death. The nature of the 
mechanism which starts and perpetuates this disorder 
is still obscure, and it is therefore more than a passing 
physiological curiosity. 

Traube (1871), who advanced the first noteworthy 
theory of the mechanism of Cheyne—Stokes respiration, 
described two groups of cases—those with intracranial 
lesions but without heart disease, and those with cardiac 
disease but no intracranial lesions. Common to both 
these groups, he thought, was cerebral anoxaemia, which 
diminished the normal response of the respiratory centre. 
This factor, however, cannot alone be the explanation 
of the phenomenon, for reasons discussed by several 
observers (Harrison 1939 ; Resnick and Lathrop, 1925), 
and by simple clinical experience with patients suffering 
from severe anoxaemia. 

Much the same inadequacy is found with theories 
which seek an explanation on the basis of a deranged 
control of carbon dioxide tension in the blood. Fishberg 
(1937), in whose text is to be found a full description 
of these theories together with the clinical manifestations 
of Cheyne-Stokes respiration, says that this condition 
seems “ especially common in those cases of hyperten- 





| 
| 
| 
| 











CHEYNE-STOKES RESPIRATION 


BRITISH 
MEDICAL JOURNAL 





1440 Dec. 18, 1954 
sive and arteriosclerotic heart failure in which there are 
palsies and other signs of arteriosclerotic disease of the 
brain.” 

Apart from those cases in which Cheyne—Stokes 
respiration occurs as a complication of cerebral com- 
pression or intoxication with morphine-like drugs, there 
remains the great bulk of instances in which this condi- 
tion is found associated with varying forms of heart 
disease. The disorder is not uncommon, but Cheyne— 
Stokes respiration occurring in a chronic and persistent 
form is rare, although Sansom (1892) described the con- 
dition in the aged. This report presents a description of 
two patients in whom chronic Cheyne—Stokes respira- 
tion was a prominent feature, and describes investiga- 
tions using an ear oximeter in patients with this form 
of respiration. 


Material and Methods 


The Ear Oximeter.—The oximeter used was a commercial 
model produced by the Waters Conley Company, Rochester, 
Minnesota, and is a modification of an instrument described 
by Wood and Geraci (1949). This makes use of infra-red 
and red filters over photoelectric cells connected to a bucked 
circuit so that the arterial oxygen saturation can be read 
directly by observing the galvanometer light on a calibrated 
scale. The underlying theory of this instrument is fully 
described by Wood (1950). The apparatus was modified 
by arranging in front of the galvanometer scale a dropping 
plate camera taken from an old Cambridge electrocardio- 
graph. The galvanometer beam was thus photographed 
during the interval of time taken for the plate to fall, which 
was varied from approximately one to four minutes. Into 
this system a second-time marker was incorporated. This 
instrument was used for recording changes in the arterial 
oxygen saturation which occurred during the varying phases 
of respiration and the changes produced by the use of 
oxygen, carbon dioxide, and aminophylline. Simultaneous 
respiratory recordings were made, using a simple pneumo- 
gram apparatus recording on a kymograph whose speed was 
synchronous with that of the rate of fall of the photographic 
plate. 

Determination of the Mean Circulation Time—The 
spectral characteristics of the dye Evans blue (T. 1824) are 
such that changes in the concentration of this dye in blood 
may be detected by means of the ear oximeter. Wood and 
Geraci (1949) have shown that, with a suitable recording 
system, time-concentration curves of the dye can be ob- 
tained following the rapid intravenous injection of the dye. 
These correspond closely with the curves obtained from 
rapid arterial samples (Hamilton et al., 1932 ; Kopelman and 
Lee, 1951) from which the mean circulation time from the 
site of injection to the recording site can be calculated. In 
these patients 20 to 30 mg. of the dye made up in a 1% 
solution was used, but for repeated tests smaller quantities 
can be used as described by Gilmore ef al. (1954). Five 
patients with obvious Cheyne-Stokes respiration and with 
cardiac lesions were investigated. In two of these Cheyne- 
Stokes respiration persisted for many months, and these are 
described in some detail. 


Case 1 


This patient, a civil engineer aged 47, was a known case 
of chronic rheumatic heart disease with mitral stenosis and 
auricular fibrillation. In June, 1951, he developed a right- 
sided hemiplegia and aphasia due to a cerebral embolus, 
from which he made a good recovery. He was admitted to 
Hammersmith Hospital in January, 1952, semicomatose, 
eleven hours after a further cerebral embolus to the opposite 
side of the brain. 

Examination showed pseudo-bulbar palsy with inability to 
protrude the tongue, to talk, or to swallow. There was 


_ cardiac enlargement, with the typical signs of mitral stenosis, 


without evidence of congestive failure, but with slow auricu- 
lar fibrillation. The blood pressure was 130/60. His colour 
was normal and he showed no evidence of cyanosis. 
Marked Cheyne-Stokes respiration with apnoeic intervals 
of over half a minute was present. To exclude cerebral 
compression a lumbar puncture was done, and the pressure 
and fluid were found to be normal. It was thought that he 
had had an embolus to the right internal capsule, which, to- 
gether with the previous lesion, had given rise to a pseudo- 
bulbar palsy. 

He was fed by stomach tube, and two days after admission 
developed bronchopneumonia and became very ill and cyan- 
osed. As the respiratory rate increased and breathing 
became laboured, the Cheyne-Stokes respiration disappeared. 
In an oxygen tent the cyanosis disappeared and his respira- 
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MINUTES AFTER COMMENCEMENT OF OXYGEN. 


Fic. 1—Case 1. Diagram showing effect of oxygen on the 
respiration and arterial oxygen saturation in a patient with 
Cheyne-Stokes respiration. 


tory rate fell but remained regular. He slowly improved, 
and in a few days was able to protrude his tongue a little 
and to swallow liquids. On removal from the oxygen tent 
for nursing it was noted that the Cheyne—Stokes respiration 
soon recurred (see Fig. 1). It was also seen that on these 
occasions he lost consciousness during the periods of apnoea 
and woke again soon after he began the period of 
hyperpnoea. 

Despite further general treatment Cheyne-Stokes respira- 
tion continued, but there was no loss of consciousness during 
the apnoeic phase, although he was unable to talk during 
this period. 

In view of his loss of consciousness during the apnoeic 
phase an E.E.G. was done while he was breathing air and 
showing Cheyne-Stokes respiration and, subsequently, while 
breathing oxygen, which obliterated this form of respiration. 
No difference could be detected in the curves taken during 
the respiratory phases of Cheyne-Stokes respiration and little 
change was caused by breathing oxygen. 

He was discharged in March and was able to walk with 
support. There was some dysarthria but no aphasia, and 
his heart condition was satisfactory. Despite this, Cheyne- 
Stokes respiration was still a marked feature, with apnoeic 
phases up to twenty seconds in length. Improvement con- 
tinued, but the Cheyne-Stokes respiration persisted with 
shorter apnoeic phases and was now easily obliterated by 
attracting his attention. In December he had a further 


- embolus, and was admitted to another hospital: this illness 


proved to be fatal. Unfortunately, there was no necropsy. 
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Case 2 


This patient, aged 64, attended the out-patient department 
on October 31, 1951, having for three weeks complained of 
increasing shortness of breath on exertion. He had been 
blind for seven years. Apart from the increasing effort 
dyspnoea, he had been very well. 

It was apparent that he had well-developed Cheyne-Stokes 
respiration with apnoeic phases prolonged beyond half a 
minute. Examination showed him to have free aortic-valve 
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Fic. 2.—Case 2. Section of pons showing symmetrical foci of 
loss of substance in the reticular part. (PTAH. x3.) 


incompetence with left ventricular enlargement, presystolic 
gallop rhythm, and a collapsing pulse. The blood pressure 
was 170/50. Basal rales were present in his lungs and there 
was a little oedema of the ankles. He was thought to be 
suffering from left ventricular failure, and was admitted to 
hospital. 

The Wassermann reaction and Kahn test were found to be 
strongly positive and the chest x-ray film was suggestive of 
aneurysmal formation of the ascending aorta. Lumbar 
puncture gave normal results with a pressure of 70 mm. 


All the evidence of left ventricular failure soon disap- 
peared with rest in bed and digitalis treatment, but the 
Cheyne-Stokes respiration still persisted even after he was 
allowed to get up and walk about. 


He was discharged from hospital and was able to care for 
himself and an invalid wife, although he was still showing 
Cheyne-Stokes respiration with apnoeic periods up to twenty 
seconds in length. 

The Cheyne-Stokes respiration was noted at each out- 
patient attendance, but he continued in reasonable health 
until readmitted at the beginning of April, 1952, when the 
evidence of left ventricular failure again was present, though 
still slight. He became apathetic and difficult to keep ade- 
quately nourished, and finally developed bilateral suppura- 
tive parotitis, lapsed into coma, and died. Even terminally 
the evidence of left ventricular failure was minimal. Since 
his first attendance he had been observed for six months, 
with Cheyne-Stokes respiration persisting throughout. 


Necropsy Findings.—These briefly were (1) left and right 
ventricular hypertrophy; (2) aneurysm of the ascending 
aorta with syphilitic scarring of the aortic cusps ; (3) wast- 
ing ; and (4) bronchitis and bronchopneumonia. The brain, 
1,285 g., showed normal meninges and cerebral arteries (free 
of atheroma). Coronal sections revealed two small areas of 
softening involving the white matter anteriorly in the right 
frontal lobe. Sections taken through the pons at the level 
of the junction of the middle and inferior thirds showed 
two small symmetrical foci of softening and gliosis in the 
reticular substance on each side of the midline. The dimen- 
sions of these areas were roughly 3 by 5 mm. in section and 
were not more than 2.5 mm. in length. Section of the 
medulla at mid-olive level showed no lesion (Fig. 2). 


Results 
Arterial Oxygen Saturation 


It was found that rhythmical fluctuations in arterial oxygen 
saturation of 4% to over 10% were recorded during the 
respiratory phases in individual cases (see Table). Simultan- 


Fluctuations in Arterial Oxygen Saturation During the 
Respiratory Phases 








Length a Lowest Highest Mean 
Case o ° e 0, Circn. 
No. Apnoea s Saturation | Saturation Time 
(Secs.) Secs.) % % (Secs.) 
(21/1/52. . 30 33 89-0 94-5 34 
1. 6/3/52.. 22 42 90-5 95-0 32 
(25/7/52. . 18 45 90-0 93-5 26 
. Age a a4 59 89-0 94-0 45 
3 20 50 91-5 94:5 25 
a 14 30 81-0 89-5 25-5 
5 40 55 76:5 92:5 38 




















eous pneumograms showed that the greatest degree of un- 
saturation occurred during hyperpnoea and not during 
apnoea as might be expected. Indeed, the arterial saturation 
was at its highest during apnoea (Fig. 3). Although Anthony 
et al. (1932) did not find this paradoxical result, it has been 
described many times before (Matthes, 1943; Pryor, 1951). 
Apart from Case 4, whose oxygen saturation fell to 81%, 
the overall depression in arterial oxygen saturation was 
slight. 

When normal subjects varied their respiration to mimic 
that of the Cheyne-Stokes type the response of the arterial 
oxygen saturation as recorded by the ear oximeter was as 
follows. The arterial oxygen saturation began to rise about 
nine seconds after breathing was started, the highest satura- 
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Fic. 3.—Case 4. The oxygen saturation is highest approximately 

in the middle of the apnoeic phase and lowest during the hyper- 

pnoeic period. The oxygen saturation is read from the top of the 

photographed galvanometer a. which also shows calibration 
ivisions. 


tion occurring at the end of the respiratory phase. After 
the onset of apnoea the saturation soon began to fall, and 
was lowest just after the end of the apnoea. 

In the patients with true Cheyne-Stokes respiration the 
mean circulation times obtained after the intravenous injec- 
tion of Evans blue dye are all prolonged beyond the normal 
range. These circulation times were obtained using the oxi- 
meter as described by Gilmore et al. (1954). 


Effects of Oxygen Administration 


The changes produced by oxygen were studied in Case 1 
during his recovery from bronchopneumonia, while he was 
still being treated in an oxygen tent. In the oxygen tent 
his respirations were regular and arterial saturation was 
95%. When he was taken out of the tent his arterial 
oxygen saturation fell steadily to 88%, his respirations 
becoming at first periodic—that is, showed regular phasic 
fluctuations without apnoea and then typically Cheyne- 
Stokes in type with a long period of apnoea. It was noted 
that during the apnoeic phase, when his arterial saturation 
was 91%, he became unconscious, waking again almost 
immediately he began the hyperpnoeic phase, when his 
saturation was down to 86%. After returning to the oxygen 
tent his respiration quickly became periodic, with arterial 
oxygen saturation varying between 91.5 and 94.5%. This 
was soon replaced by regular normal respiration, with the 
saturation steady at 95% (Fig. 1). 
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Fic. 4.—Effect of oxygen on Cheyne-Stokes respiration. Shows 

cessation of the Cheyne-Stokes respiration with a rise in the 

arterial oxygen saturation. The third graph was taken four 
minutes after the oxygen mask was removed. 


The effect of oxygen given by B.L.B. mask at 8 litres a , 


minute was subsequently studied in all five patients. In 
all of them it was found that the oxygen saturation rose 
steadily to 95 or 96%, and that at this level the Cheyne- 
Stokes respiration was replaced by normal regular respira- 
tion. After the removal of oxygen, regular respiration con- 
tinued for some minutes, but was accompanied by a slow, 
steady fall in arterial oxygen saturation. When, in each 
individual case, a constant critical level in saturation was 
reached, the respiration became at first periodic and sub- 
sequently typically Cheyne—Stokes (Fig. 4). 


Effect of Carbon Dioxide 


The inhalation of 7% carbon dioxide caused a rapid 
replacement of Cheyne-Stokes by regular deep respiration. 
In Case 1, whose results are shown in Fig. 5, the arterial 
oxygen saturation, which had been fluctuating between 90 
and 94%, rose gradually over one minute to 93.5% and 
then remained steady. On switching the patient to breath- 
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Fic. 5.—Effect of carbon dioxide on Cheyne-Stokes respiration. 

Deep regular respirations occur with but slight change in arterial 

oxygen saturation and the effect of the carbon dioxide ceases very 
soon after removal of the mask. 





ing air, the respirations rapidly became shallower, with a 
gradual but small falling off in arterial oxygen saturation. 
Periodic respiration returned in less than a minute after 
removing the carbon dioxide inhalation. 

It is to be noted that regular deep respiration began 
within fifteen seconds of the administration of 7% carbon 
dioxide, although the maximum steady arterial oxygen 
saturation was not reached until a further forty-five seconds 
had elapsed, and that this was no greater than was seen 
during the apnoeic phase. 


Effects of Aminophylline 

When aminophylline was given slowly by intravenous 
injection Cheyne-Stokes respiration soon yielded to regular 
normal respiration. This occurred initially without any 
rise in arterial oxygen saturation, although subsequently 
there was some increase due to the improved ventilation 
from the regular respiration (Fig. 6). It was found that 
the effects of 0.25 g. of aminophylline given intravenously 
lasted an hour or so. Circulation times which were done 
before and after administration of the drug—that is, during 
Cheyne-Stokes and regular respiration—showed no signifi- 
cant difference. 
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Fic. 6.—Effect of intravenous aminophylline. Regular respira- 

tion occurred soon after the injection began, with little change 

in arterial saturation. This persisted for sixty minutes after the 
injection of 0.25 g. was completed. 





Other Clinical Manifestations 


Changes in blood pressure and pulse rate seen during the 
phases of Cheyne-Stokes respiration are diagrammatically 
shown in Fig. 7. The blood pressure appeared to be highest 
in the last quarter of the respiratory phase and lowest during 
the second half of apnoea. The pulse rate showed a varied 
response, but in one patient (Case 4), with a sinus brady- 
cardia of 54, there was no change in rate, though during 
each apnoeic phase two or three ventricular premature beats 
occurred. Pupil changes were noted only in Case | and 
were as shown in Fig. 7. 

The changing state of consciousness in Case 1 was of 
special interest. In the days immediately following the 
cerebral embolism the loss of consciousness during the 
apnoeic periods was profound and he was unresponsive 
to visual or auditory stimuli. With abolition of the Cheyne- 
Stokes respiration by oxygen, carbon dioxide, or amino- 
phylline, he remained continuously alert and responsive. 
With his general improvement, although the Cheyne—Stokes 
respiration persisted, the unconsciousness of the apnoeic 
phase disappeared, but he was unable to continue a conver- 
sation during the period of apnoea. Subsequently he was 
able to continue talking during the apnoeic period, but it 
required an obvious effort of will. 

In cases with prolonged periods of apnoea, external stimu- 
lation or voluntary effort on the part of the patient did 
not affect the periodicity or the duration of the apnoeic 
period. In the less severe cases the attachment of recording 
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apparatus or external stimuli of many types can obliterate 
the Cheyne-Stokes respiration. This change was well seen 
in Case | as he progressed and gradually improved. 

The carbon dioxide content of arterial blood in the two 
phases of the cycle was estimated in one patient. Although 
the carbon dioxide tension in the arterial blood was not 
directly measured, the carbon dioxide content was lowest 
during the apnoeic phase, and it may be assumed that during 
this phase the carbon dioxide tension reached its lowest 
level. 

Discussion 

The delay in the circulation time constantly found in 
these patients accounts for the paradoxical findings in the 
arterial oxygen saturation during the phases of the Cheyne- 
Stokes cycle. Thus the fully oxygenated blood returning 
from the lungs in the hyperpnoeic phase is delayed in 
appearing in the systemic circulation, as shown by the 
prolongation in the arm 


diagnosed as having pseudo-bulbar palsy, the embolic 
lesions probably involved the cortico-bulbar pathways, 
which is the site usually affected. Extensive search of the 
brain in Case 2 showed that the main lesions were in the 
middle pons (Fig. 2), which are above the probable anato- 
mical position of the medullary respiratory centres. Thus 
in both these patients there existed lesions probably above 
the respiratory centre itself, but interrupting the pathways 
connecting the higher centres to this lower vegetative centre. 
It is suggested that the response of the respiratory centre is 
so altered by disruption of its neural connexion that a 
relatively slight degree of anoxaemia changes its sensitivity. 
In these circumstances a greater degree of carbon dioxide 
tension is required for its stimulation, thereby providing one 
factor in the formation of the cyclic respiratory rhythm. 


Thus it seems that the fortuitous combination of these 
cerebral lesions on the one hand, and the prolonged circula- 
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Coincidental with the 
brisk rise in arterial oxy- 
gens saturation when 
patients breathe oxygen, 
there is a rapid obliteration of Cheyne—Stokes respiration. 
Following the removal of the oxygen, the arterial oxygen 
saturation shows a slow fall over some minutes, and when 
this reaches some critical level of unsaturation there is a 
return to the Cheyne-Stokes respiration. The falling oxygen 
saturation in the arterial blood has been suggested as the 
stimulus which ends the apnoeic phase. This is unlikely, 
because although the arterial oxygen saturation is past its 
peak it is still high when respiration recommences, and, 
again, the administration of oxygen should cause a period 
of apnoea rather than convert the Cheyne—Stokes to normal 
respiration. The work of Selladurai and Wright (1932), 
Nielsen (1936), and Astrém (1952) suggested that oxygen 
lack diminishes the sensitivity of the respiratory centre to 
changes in the carbon dioxide of the blood. However, 
more recently Nielsen and Smith (1952) have shown that in 
hypoxia the respiratory centre is actually more sensitive to 
slight changes in carbon dioxide tension than it is under 
normal conditions. It would appear that oxygen obliterates 
Cheyne-Stokes respiration by changing the sensitivity of the 
respiratory centre to the prevailing carbon dioxide tension 
of the blood, but that this effect is secondary to some 
primary change in the respiratory centre itself. 


The respiratory centre consists of inspiratory and expira- 
tory components which are situated in the medulla, and a 
pneumotaxic centre in the pons which rhythmically inhibits 
the other parts (Gray, 1950) and which itself receives stimuli 
from the higher centres of the brain. In one patient (Case 1), 


TIME ~SECONDS 


Fic. 7.—Case 1. Diagram showing the composite changes seen in Cheyne-Stokes respiration. 


tion time resulting from cardiac disease on the other, pro- 
duced the chronic Cheyne-Stokes respiration in the two 
patients described. The more usual form of Cheyne-Stokes 
respiration seen in congestive cardiac failure is probably a 
terminal event in which the higher brain centres either be- 
come devitalized from the falling circulation or anoxia, or 
depressed by drugs. It is unlikely that the changes occur 
directly at the respiratory centres. 

Carbon dioxide and aminophylline both abolish the 
Cheyne-Stokes respiration without change in the upper level 
of arterial oxygen saturation. The former ceases to act 
within thirty seconds after inhalation of the gas is stopped, 
but the effect of intravenous aminophylline lasts for an 
hour or more. We infer that both substances act as direct 
stimulants to the respiratory centre, and it is of interest to 
note that aminophylline is said to reduce cerebral blood 
flow (Wechsler et al., 1950). Moyer et al. (1952) came to 
similar conclusions on the effect of aminophylline in cardiac 
failure. 

The cyclic changes in consciousness were well seen in Case 
1 after his recovery from pneumonia. The unconscious 
phase occurred simultaneously with the period of apnoea 
and was of the same duration. However, cyclic changes 
could not be demonstrated on an electroencephalogram 
taken during Cheyne-Stokes respiration, and the tracing 
remained unchanged when the Cheyne-Stokes respiration 
was obliterated by the inhalation of oxygen. As has been 
noted earlier, arterial oxygen saturation is at its highest 
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during apnoea, so that anoxaemia cannot by itself be held 
responsible. The carbon dioxide tension is, however, at 
its lowest during the apnoeic phase (Harrison, 1939), and, 
since cerebral blood flow is directly related to the carbon 
dioxide tension of the blood (Kety and Schmidt, 1946), 
reduction of blood flow from this cause may be responsible. 
We have no data on this aspect. 


Summary 


Two patients with chronic Cheyne—Stokes respiration 
are described in some detail. These with a further three 
patients were investigated, using an ear oximeter. 

It has been shown that the highest arterial oxygen 
saturation occurs during the period of apnoea, the lowest 
during the hyperpnoeic interval. This is due to a delay 
in circulation time and has been demonstrated by means 
of dye time-concentration curves. The length of the 
apnoeic phase seems to be related to the prolongation of 
the circulation time. 

The effects of oxygen, carbon dioxide, and amino- 
phylline on this condition have been studied together 
with their effect on arterial saturation. 

In our patient with chronic Cheyne—Stokes respiration 
a mid-brain lesion is described. The mechanism caus- 
ing this form of respiration is discussed. 

It is suggested that two of the factors are a prolonga- 
tion of circulation time and a change in sensitivity of 
the respiratory centre. The latter may arise from inter- 
ruption of cortical pathways to this centre. 


We should like to express our thanks to Dr. Jean Taylor for 
the pathological reports, to Dr. Gerald Parsons-Smith for the 
E.E.G. report, and to Dr. Ian Milne, of Montreal, for his 


assistance. 
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THE NATURE OF GASTRIC HYPER- 
SECRETION OF ACID IN PATIENTS 
WITH DUODENAL ULCER 


BY 


J. N. HUNT, D.Sc., M.B., B.S. 
Department of Physiology, Guy's Hospital, London 


AND 


A. W. KAY, M.D., Ch.M., F.R.C.S.Ed. 
Peptic Ulcer Clinic, Western Infirmary, Glasgow 


Gastric contents of high acidity are more often encoun- 
tered in patients with duodenal ulcer than they are in 
normal persons (Enticknap and Merivale, 1954; James 
and Pickering, 1949). The high concentration of acid of 
the gastric contents in such patients is at least in part 
the result of an increased secretion of acid. As it is 
probable that a highly acid gastric content retards the 
healing of a duodenal ulcer, the abnormality causing 
the hypersecretion is a matter of clinical interest. 

Gastric secretion is reflex. It depends upon the stimu- 
lation of receptors which, acting either by nervous or 
by hormonal channels, excite the secretory cells. The 
ultimate factor limiting the response of gastric secretory 
arcs is the maximal secretory capacity of the mucosa. 
If this can be measured it becomes possible to describe 
the gastric response to any stimulus as a percentage of 
the maximal secretory capacity. Viewed in this light, 
hypersecretion may be divided into two classes. In one, 
the maximal secretory capacity is normal, but the pro- 
portion of that capacity which is at work is raised. 
Here we may assume that there is an increase in stimu- 
lation bearing on the parietal cells. In the other, the 
maximal secretory capacity is abnormally high—perhaps 
owing to an abnormally large number of parietal cells— 
so, although the proportion of that capacity which is 
actively engaged in secretion is normal the resulting out- 
put is excessive. In this type we may conclude that the 
stimulus is quantitatively normal. This paper is con- 
cerned with deciding into which class the hypersecretion 
of patients with duodenal ulcer falls. It will be shown 
that patients with duodenal ulcer have an abnormally 
high maximal secretory capacity. 

It will also be shown that the development of stenosis 
in duodenal ulcer patients is associated with a raised 
maximal secretory capacity. 

A Maximal Stimulus for the Parietal Cells.—Hist- 
amine stimulates the acid-secreting cells of the stomach 
directly, since it is effective in isolated mucosa. It is 
possible to evoke from the stomach an apparent maxi- 
mal output of acid by giving large doses of histamine 
while protecting the patient against the extragastric 
actions of histamine by previous administration of an 
antihistaminic (Kay, 1953). In the present paper this 
maximum is used as an index of the maximal secretory 
capacity of the gastric mucosa. 


Methods 


Material.—The augmented histamine test has been made 
on 27 males without a history of dyspepsia and on 152 male 
patients in whom duodenal ulcer was proved by subsequent 
operation. The basal and maximal secretions were examined 
and the results have provided the material for statistical 


analysis. 








yuNn- 
e in 


mes 
d of 
part 
it is 


sing 


mu- 
; or 
The 
tory 
osa. 
ribe 
> of 
ght, 
one, 
Tr O- 
sed. 
mu- 
the 
1a ps 
is— 
1 is 
out- 
the 


tion 
wn 
ally 


Osis 
ised 


list- 
ach 
t is 
aXi- 
line 
tric 

an 
this 
ory 


ade 
iale 
ient 
ned 
ical 


Dec. 18, 1954 


GASTRIC HYPERSECRETION OF ACID 


1445 


BRITISH 
MEDICAL JOURNAL 








Method of Expressing the Output of the Parietal Cells.— 
The conventional method of assessing the activity of the 
parietal cells is to determine the product of the volume and 
the concentration of acid of the recovered gastric secre- 
tions. This is not entirely satisfactory, because other cells 
in the gastric mucosa secrete a varying amount of fluid 
which contains bicarbonate. This component neutralizes 
some of the acid formed by the parietal cells (Fisher and 
Hunt, 1950; Hunt, 1951). Thompson and Vane (1953) have 
shown how the volume of the secretion formed by the 
parietal cells may be computed as a function of the concen- 
tration of acid and the volume of the recovered gastric 
juice. This procedure, which minimizes the effect of neutral- 
ization of secreted acid by the non-acid component, has been 
applied to the results of our histamine tests. 

Statistical Method.—In the discussion of the results, 
where it is necessary to compare mean values, the figures in 
brackets indicate the level of significance of the difference 
between the means. Thus (1/20) indicates that the observed 
difference between the means would arise by chance once 
out of twenty times if there were in fact no difference be- 
tween the populations from which were drawn the samples 
making up the means. Correlations have been examined 
by fitting straight lines by the method of least squares. This 
method is appropriate in this context, since it allows a test 
of the fact that the line describing the relation between the 
variables passes through the origin of the abscissa and the 
ordinate. . 


Classification of Hypersecretion in Duodenal Ulcer 


Firstly, the mean maximal parietal cell response in patients 
with duodenal ulcer is greater than that in normal subjects 
(Table I). This finding may indicate that under similar 


TaBLeE I.—Data on the Secretion of Parietal Component by 
Normal Persons and Patients with Duodenal Ulcer (ml./45 min.) 




















Male Male Pati ents with Duodenal Ulcer 
Normal 
No Moderate | Severe 
Persoms | Stenosis | Stenosis | Stenosis 
No. of persons aaa i 27 81 42 29 
Mean basal secretion of 
parietal component .. 23-5 50-7 69-1 59-8 
Standard error of mean .. +26 +38 +79 +69 
Mean maximal parietal re- 
sponse to histamine .. 86-0 135-3 165-1 160-4 
Standard error of mean .. +9-6 +71 +9-7 +10-1 
Mean weight (kg.) .. us 60-8 58-5 58-0 53-0 
Standard error of mean .. +18 +1-0 +11 +10 
Mean age (years) acs 44-1 38-3 42-9 49-1 
Standard error of mean .. +2-5 +1-0 +1-6 +14 
Mean duration of symptoms 
(years) .. a ava — 13-1 15-0 17-2 
Standard error of mean .. — +09 41-3 +16 
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Chart showing relation between dose of histamine and parietal 
response. 
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in the duodenal ulcer group is greater than that in the normal 
group, and since the threshold of parietal cell excitability 
is similar in the two groups, it is to be expected that the 
ulcer group will always secrete more acid under standard 
conditions. 

Thirdly, the percentage of the maximal secretory capacity 
occupied under basal conditions in cases with duodenal ulcer 
does not differ significantly from that found in normal per- 
sons. As the presence of pyloric stenosis does not alter 
appreciably the mean percentage of the maximal secretory 
power which is active under basal conditions all data for 
patients with duodenal ulcer have been pooled (Table Il). 


Tape Il.—Percentage of the Maximal Secretory Power Active in 
Basal Secretion 





Male Patients with Duodenal Ulcer 











conditions of stimulation patients with ulcer will secrete more 
acid than will normal persons. However, it is conceivable 
that a proportion of the parietal cells in a mucosa with a 
high maximal secretory capacity may have a high thresh- 
old for stimulation ; this group of cells, although respond- 
ing to large doses of histamine, may not respond to stimuli of 
moderate intensity. This possibility has been examined by 
preparing dose-response curves for five normal subjects and 
five subjects with duodenal ulcer. The parietal cell response 
to increasing doses of histamine has been plotted on the 
ordinate as a percentage of the maximal response of the 
individual concerned; the dose of histamine in arbitrary 
units is plotted on the abscissa (see Chart). It will be seen 


that there is no systematic difference between the two groups. , 


This can be shown numerically: the mean percentage of 
the maximal secretory capacity occupied by the response 
to 1 unit dose is 57 in male patients with duodenal ulcer 
and 53 in normal males (6/10). 

Secondly, the mean basal parietal cell output in patients 
with duodenal ulcer is greater than in normal subjects (Table 
1). This would be expected from a consideration of the 
above argument. Thus, since the maximal secretory capacity 








£& Mod- 
35 E Stenosis | .e*ate, Stenosis | Al 
Mean ratio: 
ee ete batemine 33-7 | 384 | 401 | 382 | 389 
Standard error of mean ratio +33 | +20 +30 +34 |+41.42 














The mean percentage of the maximal secretory power active 
during basal secretion in the patients with duodenal ulcer 
is 38.9, which is only insignificantly more than the 33.7% 
active in the normal persons (1/6). 

This finding implies that the high basal secretion of acid 
in patients with duodenal ulcer can be accounted for by their 
high maximal secretory capacity ; the influences acting on 
the parietal cells would therefore be similar in both groups. 
There is therefore no need to postulate the existence of 
supranormal activity of the psychic, gastric, or intestinal 
phases of secretion in patients with duodenal ulcer. 

This finding can be confirmed from an entirely different 
source. Consecutive histamine and insulin tests were made 
in patients with duodenal ulcer and in normal subjects by 
Thre (1938). An analysis of his data showed that the hyper- 
secretion in the ulcer group in response to hypoglycaemia, 
which stimulates the parietal cells via the vagus, could be 
explained fully by the increased secretory power of the 
gastric mucosa (Hunt, 1950). 
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Influence of Onset of Stenosis on the Maximal Secretory 
Capacity 

All patients with duodenal ulcer considered in this analy- 
sis were subjected to operation. The surgeons assessed the 
degree of stenosis when present as slight, moderate, or 
severe. The first category in particular is very liable to 
faulty assessment. When all the data for patients with 
moderate and severe stenosis are pooled, it is found that 
there is a rise in the maximal secretory capacity as the dura- 
tion of dyspepsia increased (1/25). There is no such rise 
in patients having no stenosis (1/2). It is conceivable that 
this correlation between maximal secretory capacity and 
duration of symptoms of duodenal ulcer in patients develop- 
ing stenosis is more closely associated with age than with 
duration of symptoms. This explanation is not tenable, since 
there is no significant increase with age in maximal secretory 
power in any of these groups of patients with duodenal ulcer. 

Search for an explanation of this interesting observation 
suggests two alternatives. It is possible that scarring of the 
first part of the duodenum might produce, in addition to 
stenosis, disorganization of the duodenal receptor mecha- 
nism which normally depresses gastric secretory activity. 
Alternatively, the stimulus of repeated distension of the 
stomach associated with stenosis may induce a work hyper- 
plasia of the parietal cells, for distension appears to be a 
powerful stimulus to secretion (Macdonald and Spurrell, 
1953). It is known that continuous histamine stimulation 
of the gastric mucosa in guinea-pigs can induce parietal cell 
hyperplasia (Cox and Barnes, 1945). An analysis of the 
data of Cox (1952) reveals that his male patients with 
duodenal ulcer had approximately 75% more parietal cells 
than had his normal subjects. In our series, the maximal 
secretory capacity of the ulcer group was 72% greater than 
that of the non-ulcer group. These findings point to an 
association between structure and function, which is further 
supported by the experiments of Friedman (1953). He has 
shown that the weight of the stomach in mice can be 
increased by increasing the bulk of the diet with 50% talc. 
This weight increase is due mainly to an increase in the 
thickness of the gastric mucosa. 

It seems probable that the raised maximal secretory capa- 
city for acid in patients with duodenal ulcer who develop 
stenosis is due to a work hyperplasia of the parietal cells. 


Discussion 


There is little information regarding the mechanism which 
normally regulates the maximal secretory power of the 
parietal cells, but it certainly seems to be swayed by the 
vagus, although it is very stable from day to day (Kay, 
1953). Oberhelman and Dragstedt (1948) made histamine 


_ tests before and after simple vagotomy in patients with 


peptic ulcer. From their data it is possible to assess the 
volume of parietal secretion formed. In 15 hospital patients 
the mean reduction in the volume of the parietal component 
secreted in response to histamine was 53% (1/1,000), whilst 
in 18 convict patients the mean reduction was 68% (1/ 1,000). 
In three dogs with total stomach pouches the mean reduc- 
tion in the parietal response to histamine after vagotomy 
was 64%. It is quite clear that after the operation of 
vagotomy the response to histamine decreased, but it is not 
certain that vagotomy rather than the operation was the 
cause of the decrease. 

Presumably there are other mechanisms regulating parietal 
secretory power besides the suggested vagal mechanism. 
Indeed, the possibility of a work hyperplasia as a result of 
an augmented distension stimulus in patients with pyloric 
stenosis has already been put forward in this paper. It is 
therefore necessary to be extremely cautious in interpreting 
the change in parietal secretory power after vagotomy. It 
is quite possible that the vagus enjoys no direct long-term 
control over the gastric mucosa at all, but that the with- 
drawal of cephalic excitation results in a parietal disuse 
hypoplasia which manifests itself in the lowered response 
to histamine. If vagal block were found to depress rever- 


sibly the response to histamine the question would at least 
be partly answered in favour of direct control of the reac- 
tivity of the parietal cells by the vagus. 

It may be concluded from the experimental data exam- 
ined above that the net stimulation bearing on the stomach 
during basal secretion in patients with duodenal ulcer is 
not abnormally high where net stimulation means excitation 
minus inhibition. 

Summary 

The results of an augmented histamine test on 27 male 
subjects without peptic ulcer and 152 male patients with 
duodenal ulcer have been expressed in terms of the 
volume of parietal component formed by the acid- 
secreting cells. 

Analysis of these results shows that the maximal secre- 
tory capacity and the basal secretion of acid are both 
greater in the duodenal ulcer group. 

Furthermore, the percentage of the maximal secretory 
capacity active during basal secretion is not different in 
the two groups. It is concluded that the basal hyper- 
secretion of acid in duodenal ulcer can be accounted for 
by the increased maximal secretory capacity. There 
seems to be no need to postulate an increase in excita- 
tion bearing on the parietal cells in patients with 
duodenal ylcer during basal secretion. 

In ulcer patients who develop stenosis the maximal 
parietal secretory capacity increases with increase in 
duration of symptoms. 

Part of the expenses of one of us (J. N. H.) was defrayed under 


the terms of the Gillson Scholarship awarded by the Worshipful 
Society of Apothecaries of London. 
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Once the transmission of malaria in a country has been 
completely stopped for three or four years there will be no 
more malaria parasites in the human or the mosquito host, 
according to E. J. PAMPANA (Chron. Wld Hith Org., 1954, 
8, 328). Malaria control can then be stopped, provided 
the country is protected from reimportation of parasites. 
Certain countries have already achieved this objective, 
notably Greece, and expenditure on malaria control can 
then be much reduced. This is of great importance in 
highly malarious countries. When insecticide spraying has 
to be stopped, various conditions must be borne in mind. 
First, every locality where transmission is possible should 
be under control. Secondly, it should be possible to deter- 
mine accurately where total interruption of malaria trans- 
mission has been achieved. Thirdly, malaria control should 
be undertaken with the greatest technical thoroughness at 
one time and in as large an area as possible. The develop- 
ment of mosquito strains resistant to D.D.T. complicates 
the programme. If possible, it should be planned so that 
house-spraying can be safely discontinued before resistance 
develops. To prevent the development of resistance indis- 
criminate spraying and the use of the insecticide for larval 
control should be avoided. There are obvious dangers in 
the return of malaria to a community which through free- 
dom from it for seme years has lost the natural immunity 
conferred by endemic infection. 
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CLINICAL AND CHEMICAL STUDIES 
IN HUMAN LACTATION 
IX. BREAST-FEEDING IN HOSPITAL 


BY 


F. E. HYTTEN, Ph.D., M.B., B.S. 
Midwifery Department, University of Aberdeen 


Although most studies in this country show that the 
proportion of women leaving hospital fully breast- 
feeding is between 80 and 90%, it is generally recognized 
that such statistics give almost no indication of the 
number of women who will be breast-feeding after, say, 
two or three months, since there is a rapid decline in the 
incidence of breast-feeding soon after leavir.g hospital. 
Nevertheless, hospital records provide information which 
is useful in elucidating many of the medical causes of 
difficulty in breast-feeding. Later on the picture be- 
comes much more complex owing to the intervention of 
“ social” influences, 

Breast-feeding in hospital is relatively easy. The baby’s 
nutritional demands are small during the first week or 
two, particularly in a well-heated hospital, and the 
mother, resting, with no domestic responsibilities, and 
with the reassuring presence of the medical and nursing 
staff, has ample time to devote to it and to cope with 
minor difficulties. 

The proportion of women who leave hospital “ fully 
breast-feeding ” depends to a considerable extent on the 
zeal with which breast-feeding is insisted upon by the 
medical and nursing staff. Read (1949), for example, 
reported 98% of 480 women leaving hospital on the 
twelfth day to be “entirely breast-feeding,” but 15% 
were classified as “ breast-feeding—poor ” and 26% as 
“ breast-feeding—fair ” ; furthermore, 46% of the babies 
had not regained their birth weight. 

Hospital returns covering the whole of England and 
Wales showed that 84.9% of about 350,000 infants were 
wholly breast-fed when they left hospital (Ministry of 
Health, 1951). Dummer (1949) reported an incidence of 
83.8% from a Hertfordshire hospital during 1946 and 
1947, and similar figures are reported by Ross*and 
Herdan (1951) from hospitals in Bristol. Blaikley et al. 
(1953), devoting more than usual attention to the 
encouragement of breast-feeding during a study of two 
groups of primiparae, attained an overall incidence at 
discharge of 87.6%. 

There have been few studies in which the hospital 
population has been defined in relation to the community 
as a whole, and few which have examined the relation- 
ship of breast-feeding to such factors as maternal age and 
parity. Strém (1948) and Waller (1950) noted that in 
groups of primiparae and multiparae ability to breast- 
feed declined with increasing age, but showed that at a 
given age multiparae produced more milk than the primi- 
parae. Miller (1952) found that primiparae over the age 
of 35 and multiparae over the age of 40 had a greater 
incidence of artificial feeding on discharge than those 
who were younger, but there was no obvious difference 
between primiparae and multiparae. There was no 
difference in the breast-feeding performances of tall and 
short women. Miller also examined the effect of the 
woman’s health in pregnancy and her type of delivery 
in relation to breast-feeding; pre-eclampsia, forceps 
delivery, and caesarean section all reduced its incidence. 


There seems to be little detailed information. about the 
reasons for breast-feeding failure or difficulty in the 
puerperium. Waller (1946) listed some reasons for 
failure in a small series of women questioned at an infant 
welfare clinic, and Blaikley et al. (1953) listed those 
found in their group of primiparae. 


Method 


During the years 1951-3, 6,456 married women, who were 
resident in the city of Aberdeen, and who booked for con- 
finement in the Aberdeen Maternity Hospital, were delivered 
of single infants which survived the lying-in period. In this 
study their breast-feeding while in hospital is examined. 
Twenty-one women who were discharged before the end of 
the first week of the puerperium have been excluded. The 
great majority were discharged ten to twelve days after 
delivery, but in the occasional instance of a woman remain- 
ing in hospital for more than two weeks, only her feeding 
performance up to the end of the second week was taken 
into account. 


In Aberdeen about 90% of primigravidae book for con- 
finement in the Aberdeen Maternity Hospital, and about 
75% of women in their second and third pregnancies. For 
those having a fourth or later pregnancy only about half 
book for confinement in hospital. For first pregnancies, 
therefore, the hospital population is reasonably representative 
of the total Aberdeen population, but there is more selection 
with higher parities (Baird and Thomson, 1954). 

From the nursing and medical case notes, the feeding 
performance at the time of discharge was divided into four 
main categories : (1) fully breast-feeding without any diffi- 
culty ; (2) fully breast-feeding but only after some initial 
difficulty ; (3) partly breast-feeding ; and (4) fully artificial 
feeding. 

Groups 2, 3, and 4 were divided, according to the reasons 
why breast-feeding was not easily accomplished or failed, 
into the following cause groups: 


Breast-—Where there were engorged and painful breasts re- 
quiring special nursing care and treatment, or mastitis. The 
transitory “‘ heavy’ breast, which caused only mild discomfort 
when the milk came in, was ignored. 

Sore Nipples.—Where the nipples were persistently sore or were 
at any stage oedematous, abrased, or cracked. 

Poor Nipples——Where the nipples, because of an anatomical 
defect such as flatness or inversion, caused feeding difficulty. 

Poor Lactation Where there was clear evidence of insufficient 
milk from test weighing and expression of any residual milk. 

Ill Baby.—Where the infant was segregated in a special nursery 
for more than the first four days, or where there was a specific 
defect such as mongolism or cleft palate. (It is the practice in 
Aberdeen for all premature babies, unless they are over 5 Ib. 
(2.3 kg.) and obviously strong, to be admitted to a special 
nursery, where they are fed by bottle on the mother’s expressed 
milk. Many mothers of premature babies do not, therefore, feed 
the baby at the breast in hospital, but remove the milk artifici- 
ally, and may be discharged without the baby, to continue 
expressing milk at home. If they provided enough milk in this 
way they have been classified as fully breast-feeding on discharge, 
but in the category “ difficult’’ due to an “ill baby”; if not 
sufficient, partly breast-feeding. In some, particularly if the baby 
is likely to remain in hospital for a long period, and prospects for 
successful breast-feeding are poor, the expression of milk may be 
stopped in hospital; these were then classified as artificial 
feeding.) 

Poor Feeder.—Where the baby did not at any stage fix readily 
to the nipple, not because of any specific defect but usually 
because of lethargy or unwillingness. Babies who were initially 
keen feeders but who subsequently lost interest because of poor 
nipples, for example, were not included. 

Maternal Disease-—Where breast-feeding was precluded by 
maternal disease, usually pulmonary tuberculosis or severe cardiac 
disease. 

Maternal Opposition.—Where breast-feeding was difficult be- 
cause the mother was uncooperative, or was stopped because she 
refused to breast-feed. 





1448 Dec. 18, '954 


STUDIES IN HUMAN LACTATION 





BritisH 
MEDICAL JOURNAL 








If more than one of these reasons applied to one indi- 
vidual, as was common, the difficulty or failure was ascribed 
to the one which appeared to be predominant. “Ill baby” 
was given priority over all other causes except refusal to 
breast-feed and maternal disease. 

It might be expected that the age and parity of the mother, 
and her general physique and health, would show an associa- 
tion with her breast-feeding performance in hospital, and 
these aspects have been examined. The indices used in the 
assessment of physique and health—height and “ physical 
grade "—were discussed in a previous publication (Hytten, 
1954c). 

The effect of the woman’s social class was also examined, 
because it is known that in good social circumstances there 
is a concentration of women of good health, physique, and 
inteiligence, and in poor circumstances a concentration of 
women of poor health, physique, and intelligence. It has 
been shown (Baird and Illsley, 1953) that social class greatly 
influences the incidence of breast-feeding after leaving 
hospital. The woman's occupation before marriage, although 
known only for primiparae, was used as the basis for social 
classification, because it was shown by Baird and Illsley to 
correlate better with breast-feeding than the occupation of 
either her husband or father. 

The effect of operative delivery and _ pre-eclamptic 
toxaemia on the incidence of breast-feeding in hospital was 
examined in primiparae. Deliveries were classified as spon- 
taneous, forceps, and caesarean section, and pre-eclampsia 
as “ mild” and “ moderate and severe” according to Nelson 
(1954), 

It is important that breast-feeding statistics should be 
viewed against the background of the “ official” attitude of 
the hospital staff to breast-feeding, and the routine manage- 
ment of infant feeding in hospital. This has been previously 
described (Hytten, 1954b). Briefly, it is assumed that all 
women will attempt breast-feeding unless there are definite 
medical contraindications or unless the woman has insisted 
on bottle-feeding ; most patients believe that “they make 
you breast-feed in hospital.” If lactation is obviously poor 
and the woman is nevertheless anxious to persevere with 
breast-feeding, she may be discharged partly bottle-feeding, 
but there is an increasing tendency in these circumstances 
to send her home with the baby established on the bottle. 


tation is the most important single cause, accounting for 
39.4% of all failures, in both primiparae and multiparae. 

In the detailed results which follow, analyses were made 
of the primary causes of all breast-feeding difficulties. For 
the purposes of aetiological classification no distinction was 
made between the “artificial feeding,” “partly breast- 
feeding,” and “ breast-feeding difficulty” groups, because for 
most causes the decision whether the individual mother 
struggles on to establish breast-feeding or resorts to artificial 
feeding often depends on such subsidiary reasons as shortage 
of nursing time or on the mother’s personality and her 
reaction to the difficulty, and not necessarily on its severity. 
Whether or not difficulty with breast-feeding led to the adop- 
tion of artificial feeding also depended to some extent on 
the nature of the difficulty. 

Only about one-fifth of primiparae having “ breast” or 
“ sore nipples” as a major difficulty abandoned breast-feed- 
ing before discharge. In the case of “ poor nipples” and 
“poor feeder” about half of all cases abandoned breast- 
feeding ; the proportion was less in the younger and more 
in the older age groups. Poor lactation nearly always led to 
artificial feeding, especially in the older age groups. Maternal 
disease always, and maternal opposition almost always, 
resulted in artificial feeding. “Ill baby” is something of a 
special category, since this cause took precedence over most 
others. Thus, if a woman whose baby was in the special 
nursery produced very little milk the difficulty was never- 
theless classified as “ill baby,” since there was no means 
of knowing what effect a vigorous baby might have had in 
stimulating lactation. Moreover, a mother separated from 
her baby is not exposed to nipple trauma, and anatomically 
poor nipples, which might have prevented a baby fixing, 
are not put to the test. In this series, about half the babies 
in the “ill baby” group were wholly fed on their own 
mother’s milk at the time the mother left hospital. 

Since there were often several causes of breast-feeding 
difficulty in an individual case, the actual incidence of, say, 
sore nipples was higher than the incidence of difficulty 
whose major cause was sore nipples. When referred to 
below, the overall incidence of a condition, irrespective of 
whether it was the major cause of difficulty, is called the 
total incidence. 


There is no systematic antenatal treatment of breasts and edi 
nipples such as that advocated by Waller (1946), but all 
women are taught in hospital to express excess milk after so- a sciiy cilia. bible 
feeding, with the object of encouraging lactation and to 
prevent overfilling with milk, and this is normally continued | 
until the end of the first week. bo- PARTLY BREAST — FEEDING 


Results 


Of the 6,456 women, 5,458 (84.5%) left hospital fully 
breast-feeding—4,595 (71.1%) without any difficulty and 
863 (13.4%) after some initial difficulty—172 (2.7%) left 
hospital partly breast-feeding, and 826 (12.8%) were dis- 
charged with the baby artificially fed. 
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The causes of failure in all those who did not leave hospital _pagity: '2 3 4 
fully breast-feeding—that is, those partly breast-feeding and 4 ; Relationship of parity to the feeding performance in 
those fully bottle-feeding—are shown in Table I. Poor lac- , , Penospital. 


TaBLe I.—Causes of Failure to Leave Hospital Fully Breast-feeding 


























Primiparae (2,461) Multiparae (3,995) | All Parities (6,456) 
one No. of % of rs of No. of % of % of No. of % of % of 

Failures Tota] Cases failures Failures Failures Total Cases Failures Total Cases Failures 
Breast sf 7 0-3 1-8 7 0-2 1-2 | 14 0-2 1-4 
Sore nipples .. 24 1-0 6-2 36 0-9 6-0 60 0-9 60 
or. 62 2-5 15-6 43 | TH 105 1-6 10-5 
Poor lactation 152 63 38-4 241 61 40-0 | 393 61 39-4 
ID baby 3-4 21-1 81 2.0 | 13-5 | 165 2-6 16-6 
Poor feeder .. 29 1-1 7-3 27 0-7 45 | 56 0-9 56 
Maternal disease 17 0-7 43 41 1-0 68 58 0-9 5:8 
» Opposition 21 0-8 $3 126 3-1 20-9 | 147 2:3 14-7 
Total 396 16-1 100-0 02 15-1 | 100-0 998 15-5 100-0 
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Parity 


The proportion of failures and difficulties decreased up to 
and including the third pregnancy, followed by an increase 
in women of higher parities (Fig. 1). 

There was a significantly lower (P<0.01) incidence of 
breast engorgement in multiparae compared with primi- 
parae, both as a total incidence and as the major complication 
of breast-feeding. Cracked and sore nipples were significantly 
less frequent (P<0.01) among women with a third or later 
baby compared with the rest ; there was no difference be- 
tween primiparae and women with second babies. The inci- 
dence of poor nipples, both total and as a major source of 
feeding difficulty, was much greater in primiparae than in 
multiparae, the difference being highly significant. 

Other differences due to parity are described under the 
various headings below. 


Age 

There was a marked and highly significant correlation 
between the age of the mother and the success of her breast- 
feeding in hospital, shown by a decline in the incidence of 
breast-feeding without difficulty and a steady increase in the 
incidence of artificial feeding, with increasing age (Fig. 2). 
This was true in all parities, although the gradient was con- 
siderably steeper in primiparae than in multiparae, especially 
after the age of 30 in primiparae. In general, multiparae 
were more successful than primiparae, age for age. 

Poor lactation was the largest single cause of breast- 
feeding difficulty, and accounted for most of the age gradient 
of breast-feeding failure (Tables If and Ill). In primiparae 
the incidence of poor lactation rose from 4% under the age 
of 20 (13% of all difficulties) to 37.5% over the age of 34 
(57% of all difficulties); in multiparae the rise was more 
gradual, from 3.6% to 16.4%. The relationship between the 
incidence of poor lactation and maternal age was highly 
significant. The other causes show relatively minor vari- 
ations with age, but there is a highly significant increase 
with age of the incidence of maternal opposition, and a 
doubtfully significant (P<0.02) increase in the incidence of 
maternal disease. The incidence of “ill baby” was higher 
in the under-20 age group than in subsequent age groups, 
except in primiparae over the age of 34, in whom it rose to 
its highest level; these trends correspond to variations in 
the prematurity rate with age in Aberdeen primiparae (un- 











published data). The total incidence of sore nipples is not 
related to maternal age, but their incidence as a major source 
of breast-feeding difficulty falls with increasing age, because 
of the overwhelming effect of poor lactation in the older 
age groups. 
Height 

There was a small but significant relationship (P<0.01) 
between the mother’s height and her breast-feeding perfor- 
mance in hospital, for both primiparae and multiparae at all 
ages. The increased difficulty associated with small stature 
was due almost entirely to an increased incidence of “ ill 
baby.” 

Physical Grade 

There was a highly significant (P<0.01) association be- 
tween the physical grade of the mother—that is, her estimated 
state of general physique and health—and her breast-feeding 
performance in hospital. Fig. 3 shows that in primiparae 
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Fig, 3.—Relationship of the “ physical grade” to the f 

performance in hospital, — foe for primiparae 

multiparae. (A=very good; B=good; C=fair; D=poor; 
E=very ~ ae The key is as for Fig. 1. 
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Taste I1.—Causes of all Breast-feeding Difficulty (whether the outcome was artificial feeding or not) 
in Primiparae at Different Ages 
Age: 15-19 20-24 25-29 30-34 35+ All Ages 
~~ Total Cases: 272 1,313 616 196 64 | 2,461 
a? | % of % of %of | | %of | %of | % of 
Cause of Difficulty No. | Total No Total No. | Total No. | Total No. | Total | No. Total 
Cases | | | Cases | Cases 
Breast. . - ) we oe 15 | i | 1s | 4 | 20 | 1 16 | 39 | 16 
Sore nipples | 14 | St 102 78 34 $$ | $ | 25 1 16 | 156 63 
4 13 48 $2 40 cn ee eS | 31 | 105 | 43 
Poor lactation mer 4-0 91 69 | 4 | 80 | 32 164 | 24 37-5 | 207 8-4 
I baby .. ; st | 92 81 | 62 45 | 73 | 8 | $6 | 9 | 140 171 6-9 
Poor feeder 12 44 40 3-1 i9 | 31 | 10 Si | 4 63 | 85 3-4 
Maternal disease . 2 0-7 5 0-4 7 | tb | 2 1-0 1 1-6 17 | 07 
, Opposition 3 1-1 15 Il 8 | 13 | 9 46 | 0 aa 35 1-4 
Total | 84 308 | 405 | 310 | 204 | 33-1 | 80 | 408 | 42 | 65-7 | 81S | 330 
TaBLe IIIl.—Causes of all Breast-feeding Difficulty in Multiparae at Different Ages 
Age: 15-19 20-24 | 25-29 | 30-34 35+ | All Ages 
Total Cases : 56 1,019 1,434 963 523 3,995 

% of % of | % of | Kor %of | % 

Cause of Difficulty No. Total No | Total No. Total Total Total No. Total No. Total 
| Cases Cases | Cases 

Breast ; ) 22 22 | 17 1-2 12 1-2 1 0-2 53 1-4 
Sore nipples 2 | 36 $3 52 | 84 59 52 5-4 13 2-5 204 5-0 
Poor _,, 0 an 26 2-5 17 1-2 15 1-5 9 1-7 67 1-7 
Poor lactation 2 3-6 33 33 93 6-5 95 9-8 86 16-4 309 7-7 
Iibaby .. 5 | 90 41 40 61 43 26 2-7 26 49 159 4-0 
Poor feeder ee °o | — 18 1-8 17 1-2 17 | 18 12 23 64 1-6 
Maternal disease .. °o | — 9 0-9 13 0-9 ne 7 1-3 40 1-0 
opposition 1 | wt 24 23 | 39 2-7 37 | «38 35 6-7 136 3-4 
Total .. ..| I | 19-6 | 226 22.2 | 341 23-9 265 | 27:3 | 189 36-0 1,032 25-8 


























and multiparae at all ages, those who were assessed ante- 
natally as being of poor or very poor health and physique 
(about 5% of primiparae and 11% of multiparae) had a 
worse performance than the other grades. A detailed analysis 
of the causes of difficulty (Table ITV) shows that those women 
of poor and very poor physique differed from the rest mostly 
because of an increased incidence of “ ill baby,” an associa- 
tion which was highly significant for both primiparae and 
































multiparae. There 
100 -~was a slightly 
higher incidence of 
poor lactation 
80+ Gy,YYjt Y among those of 
ly YY Yy poor and very poor 
4 physique and a 
3 60+ small continuous 
: rise in the inci- 
3 dence of maternal 
= 40-4 disease and mater- 
nal opposition with 
falling levels of 
20+ physique, but these 
were not statisti- 

cally significant. 

ee ee Social Class 
Fic. 4.—Relationship, in primiparae, of The upper social 
the mother’s occupation before marriag€ groups have a 


to her feeding performance in hospital. 

(1=professional and technical workers; 

d=clerical workers; 3=shop assistants; 

4=skilled manual workers; 5S=semi- 

skilled and unskilled manual workers and 

workers in the fish industry.) The key is 
as for Fig. 1. 


breast-feeding rate 
only slightly greater 
than the lower 
groups (Fig. 4). It 
may be that differ- 
ences in the age 
composition of the various social classes lead to under- 
estimation of the importance of good social circumstances, 
women in the lower social groups having the advantages of 
youth which probably outweigh the disadvantages of inferior 
health and physique. The independent relationships of age, 
physique, and social class could not be adequately exam- 
ined with the numbers available. : 


Such fall in breast-feeding performance as did occur with 
decreasing social status seemed to be determined almost 
entirely by an increasing incidence of “ ill baby ” (Table V). 


Type of Delivery 

Compared with those who had a spontaneous delivery, 
primiparae delivered by forceps had a slightly higher inci- 
dence of artificial feeding and those delivered by caesarean 
section had about twice the incidence of artificial feeding 
on leaving hospital. The relationship was highly significant 
and occurred at all ages. 

The increase in artificial feeding with operative delivery 
was due mostly to an increased incidence of poor lactation, 
the difference being highly significant, and to a less extent to 
“ill baby.” Some of the decline in the incidence of breast- 
feeding with age is associated with the rising incidence of 
operative delivery which occurs with increasing maternal age ; 
the decline is, however, still very marked among women 
who delivered spontaneously. 


Pre-eclamptic Toxaernia 


Compared with primiparae who had no pre-eclampsia 
during pregnancy, those who had mild pre-eclampsia showed 
no difference in the incidence of bottle-feeding on discharge 
from hospital, but those who had moderate and severe pre- 
eclampsia had a very much poorer performance. The 
difference, due largely to an increased incidence of “ill 
baby,” was highly significant. The incidence of poor lac- 
tation was also higher in those women who had moderate 
and severe pre-eclampsia, but not significantly so. 


Discussion 


Poor lactation, or insufficient milk, was responsible for 
about 40% of bottle-feeding at the time of leaving hospital. 
The causes “ill baby,” “maternal opposition,” and “ poor 
nipples,” accounted for 16.6%, 14.7%, and 10.5% of failures 
respectively ; the other causes—‘“ sore nipples,” “ breast,” 
“ poor feeder,” and “ maternal disease "—were numerically 
much less important, and together contributed less than 20% 
of the failures. 





ith 
ost 


ry, 
ci- 
an 
ing 
ant 


en 


sia 
ed 
ge 
re- 
he 
ill 


ate 


‘or 
al. 
or 


og 
ly 


° 


Dec. 18, 1954 


STUDIES IN HUMAN LACTATION veo etE, 1451 





That the incidence of poor lactation was closely related 
to age was not unexpected. It has been shown previously 
(Hytten, 1954a, 1954c) that the amount of milk produced 
during the early puerperium, although little affected by the 
upbringing and general health and physique of the woman, 
declines with increasing maternal age, probably as a result 
of disuse atrophy of the breast. About 6% of all primiparae 
in this series failed to breast-feed in hospital because of 
poor lactation, but even in the age group 15-19, where dis- 
use atrophy cannot be influential, 3% failed. The reasons 
may be genetic. It is not possible to classify women in any 
clear-cut manner according to their ability to produce breast 
milk. Of two women capable of producing just enough milk 
for the baby’s immediate needs, one has a normal pregnancy, 
labour, and puerperium, and leaves hospital breast-feeding ; 
the other is delivered by caesarean section following difficult 
labour, and this may be sufficient to tip the balance, so that 
she leaves hospital artificially feeding. The effects of such 
complications assume considerable importance among older 
women, who are prone both to a high incidence of difficult 
labour and to a diminished ability to produce sufficient milk. 


Next in importance to “poor lactation” as a cause of 
artificial feeding on discharge from hospital is “ill baby,” 
which is mainly a matter of prematurity. The association of 
prematurity with maternal health and physique has been 
previously demonstrated (Baird, 1952), and it would appear 
that the decrease in the incidence of breast-feeding in hospital 
associated with diminishing social status is due mainly to 
this effect. There is no evidence that the slight social class 
differences of breast-feeding rates at the time of discharge 
from hospital are associated with different attitudes to breast- 
feeding. 

“Maternal opposition,” revealed as general non-cooper- 
ation, or more often as a firm refusal to breast-feed, ranks 


third in importance as a cause of all artificial feeding in 
hospital, and second in multiparae alone. It is more common 
in older than in younger women ; nevertheless, experience 
shows that the young woman who is apparently willing to 
breast-feed in hospital turns more often than the older 
woman to artificial feeding soon after she goes home. It may 
be that the younger woman prefers to conform to the mode 
in hospital, rather than risk conflict with authority, whereas 
the older woman may take a more independent line. 

The total incidence of poor nipples was 3.5%, but the 
failure rate from this cause was only 1.6%, although it has 
been claimed by Waller (1946) that poor nipples are the 
major source of trouble in the initiation of breast-feeding. 
In a series of 200 primigravidae he found 56 (28%) in which 
the nipples were described as poor, and Blaikley ef al. con- 
sidered 22% of nipples to be in need of antenatal treatment. 
Waller’s shields were used, and almost all the nipples showed 
a marked improvement, but there was no control series. 
In Aberdeen during 1951-3 14% of primigravidae were con- 
sidered to have poor nipples when first seen at the antenatal 
clinic, but, of these, only 16% experienced difficulty with 
breast-feeding due to poor nipples. Of the 86% of primi- 
parae who were considered to have adequate nipples when 
seen at the antenatal clinic, 3.5% had breast-feeding difficulty 
because of poor nipples. Antenatal examination of nipples 
therefore had some predictive value, but the majority (84%) 
of those whose nipples were considered by the obstetrician 
to be poor had, in fact, no difficulty in breast-feeding from 
this cause even though they had no treatment of the nipples 
during pregnancy. 

This suggests that the traditional criteria of what con- 
stitutes a poor nipple are unsatisfactory, or that forecasting 
of the effects of poor nipples is unreliable owing to spon- 
taneous improvement during the course of pregnancy. The 


TaBLe 1V.—Causes of all Breast-feeding Difficulty by Physical Grade in Primiparae and Multiparae. 


(A=very good ; B=good ; C=fair; D=peor; E=very poor) 






















































































Primiparae Multiparae 
Physical Grade: A+B | Cc | D+E | A+B | ¢ D+E 
Total Cases*: | 1,618 675 129 | 1,835 | 1,508 | 440 
| % of | %of | %of | | %ot | | %of % of 
Cause of Difficulty , No. | Total No. Total | No. Total No. | Total | No. Total No Total 
| | Cases Cases Cases Cases | Cases 
Breast, =. 2 «ses | 28 | 10 | WS 1 06 | 34 18 | 13 0-9 5 11 
Sore nipples , .. | 106 6-7 36 5-3 10 7:8 105 $7 | 72 48 20 46 
cor »» te we | =O 3-7 33 49 il 8-5 40 2-2 21 | o-4 $s | fe 
Poor lactation .. ..| 137 85 | 53 7-9 15 11-6 130 71 110 73 | 430 | (98 
Ill baby - + | 88 5-4 70 «| «10-4 il 8-5 55 30 62 | 41 | 40 9-1 
Poor feeder +i 61 3-7 P) nn 2 1-6 24 1-3 30 2-0 5 1-1 
Maternal disease |... | 3 | 7 | #10 4 3-1 9 0-5 © | +3 | 8 | 21 
opposition | 22 1-4 6 | 09 5 39 | st | 28 54 | 36 19 | 43 
Total | $07 | 314 | 236 =| 350 59 | 456 | 448 | 24-4 =| (381 | 254 | 146 33-2 
— 7 —_ * 39 primiparae and 212 multiparae were not graded. _ ornate _ 
TaBLE V.—Causes of all Breast-feeding Difficulty by Previous Occupation in Primiparae 
(1 =professional and technical workers ; 2=clerical workers ; 3=shop assistants ; 
4=skilled manual workers ; 5=semi-skilled and unskilled manual workers 
and workers in the fish industry) 
—— Nl 
Occupation | | 
Before Marriage: 1 : 3 4 5 : 
Total Cases® : 142 635 475 553 | 638 
% of % of “of | % of | % of 
Cause of Difficulty No. Total No Total No. Total | No Total No. Total 
Cases | Cases | Cases 
——— . « wh © | oO 4 0-6 7 — | 2. + 9 | 
Sore nipples - -- | 9 6-4 43 68 32 | 6-7 38 68 | 32 50 
Poor ,, eae 4 2-8 29 46 | 14 3-0 30 5-4 26 41 
Poor lactation i 7-7 50 79 45 9-5 48 | 87 49 7-7 
Ill baby .. 4 2-8 32 5-0 | 36 7-6 39 | 7-0 59 9-2 
Poor feeder. 3 2-1 22 35 | 16 . | &  |-t s 41 
Maternal disease ee 1 O07 | 3 i oa | & | @ | - @*t Cet & 0-8 
» opposition ..| 1 o | 3 | 2@ | 3 | O | 7. wt #« 1-4 
| 26-7 | 196 =| «(309 is7 | et [it |S | 2s | 337 
( ' | 


Total .. oe 38 





* There was no information about 18. 
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lower incidence of poor nipples in multiparae suggests that 
repeated maternities may develop nipples to a greater extent 
than a single pregnancy. Observations of normal nipple 
development during pregnancy are needed before effects of 
treatment designed to improve them can be reliably assessed. 

A somewhat bigger problem than the poor nipple, although 
a lesser cause of bottle-feeding, since it is usually transitory, 
is that of the sore and cracked nipple. Waller (1946) believes 
that damaged nipples are associated with breast engorge- 
ment and with anatomically poor nipples, the good nipple 
being drawn right into the infant’s mouth and being pro- 
tected there “from the force of suction, which falls instead 
almost entirely on the skin of the areola.”* In this series 
the total incidence of sore nipples was 7.6% in primiparae 
and 6.7% in multiparae. The incidence was no higher in 
poor nipples than in the rest, and there was no relationship 
with breast engorgement. More detailed observations of 
the natural history of cracked nipples are required to estab- 
lish the facts. Gunther (1945) found that parity did not 
influence the incidence of nipple damage, but it may be that 
most of the multiparae in her series were women with second 
babies, In this series the incidence of sore nipples did not 
decline until the third or later baby. 

It is widely held that breast engorgement is a major cause 
of failure to breast-feed. Waller (1946) found that about 
35% of primiparae suffered from severe or moderate breast 
engorgement during the early puerperium, and that such 
overdistension was the commonest cause of failure of the 
milk supply. On the other hand, Miller (1952) found that 
only 5% of women in his large series had engorgement 
requiring treatment and that these contributed few breast- 
feeding failures. In Aberdeen the total incidence of breast 
engorgement was 2.4% (2.6% of primiparae and 2.2% of 
multiparae), but failure due to this cause occurred in only 
0.2%. 

Waller’s method of avoiding overdistension by prolonged 
antenatal expression of the breasts and manipulation of the 
nipples has been applied to a series of primigravidae by 
Blaikley et al. (1953). At the time of discharge from hospital 
the incidence of breast-feeding in this treated group did not 
differ significantly from that of a group of controls nor from 
that of primiparae in the Aberdeen Maternity Hospital. It 
is true that Blaikley’s treated cases showed a better breast- 
feeding performance after eight weeks, but it seems unlikely 
that such a remote effect can be due to the relief of over- 
distension in the puerperium. It will be demonstrated in a 
later publication that the maintenance of breast-feeding 
beyond the lying-in period depends to a large extent on such 
things as the intelligence and education of the mother and 
her realization of the value of breast-feeding. Waller’s 
regime may owe its success to its educational effects 
more than to any direct effect on breast function. The 
underlying pathology of breast engorgement has never been 
described, but clinical observation suggests that it is unlikely 
to be due only to a simple overfilling with milk. At least 
two types seem to occur: first, the simple distension with 
milk occurring on the third or fourth day, which occurs 
when a big supply “ comes in ”—this is seldom painful and 
is readily relieved; and, second, the relatively uncommon, 
hard, painful engorgement corresponding to Waller’s des- 
cription of “ engorgement with obstruction.” Although this 
is commonly ascribed to “ too much milk,” it seems, in fact, 
to be almost entirely due to vascular congestion and oedema, 


since the acute swelling can be completely reduced by. 


massage and warm applications, often with the production 
of less than an ounce (28 ml.) of milk from both breasts. 
More fundamental work on the causes of engorged breasts 
is needed. 





*Waller umably means “ sucking "—that is, the mechanical] 
action of the baby’s jaw on the nipple or areola, rather than the 
negative intraoral pressure. The latter must act on all surfaces 
within the mouth, and is in any case not very great. Gunther 
(1945) reported negative pressures up to 200 mm. Hg, but it has 
been shown (Hytten, 1951) that when a source of mechanical 
error in the recording Bs = ae is remedied, readings exceeding 
—50 mm. Hg are not ined. 


Since the breast-feeding rate in the Aberdeen Maternity 
Hospital (85%) closely resembles that reported from other 
quarters, these findings are probably generally applicable. 
No obvious line of action suggests itself for increasing the 
incidence of breast-feeding in hospital. Poor lactation will 
continue to be a dominant disability, especially in primi- 
parae, so long as a large number of women delay their 
child-bearing until their late twenties and thirties. Pre- 
maturity, when it deprives the mother of her baby during 
the early puerperium, indirectly leads to difficulty in estab- 
lishing and maintaining breast-feeding ; it is related to poor 
maternal health and inferior social status, and is as much 
a social as a medical problem. The contribution of breast 
engorgement and of damaged or poor nipples to early breast- 
feeding difficulty has been exaggerated, since together they 
account for only about 18% of artificial feeding in hospital. 
More basic knowledge of breast and nipple development 
and pathology must precede rational treatment. 


Suminary 

In conformity with general experience, it has been 
found that about 85% of Aberdeen Maternity Hospital 
booked patients leave hospital fully breast-feeding. 

Of those who fail, 39.4% do so primarily because of 
inability to produce sufficient milk. Differences of 
capacity to produce milk may be genetic in origin, but 
actual milk production tends to decline with increasing 
maternal age and is impaired by such added physical 
stresses as operative delivery. 

Separation of the mother and baby during the lying- 
in period, usually because of prematurity, accounts for 
16.6% of failures in hospital, and refusal to breast-feed 
for a further 14.7%. Of the other causes of failures 
10.5% are due to anatomically poor nipples; the 
remainder are due to sore and cracked nipples (6%), 
the baby a “ poor feeder ” (5.6%), serious disease of the 
mother (5.8%), and engorged breasts and mastitis (1.4%). 


I am grateful to Professor Dugald Baird and the staffs of the 
Midwifery Department and the Aberdeen Maternity Hospital for 
invaluable help, and to Mr. W. Z. Billewicz, of the Medical 
Research Council’s external staff in the Department of Midwifery, 
for statistical assistance. 
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In a letter to The Times (December 9), Sir WILFRID FisH 
states: “Preliminary inquiries suggest that entry into the 
dental profession is restricted by widespread ignorance of 
the remarkable evolution which dentistry has undergone in 
recent years and of the expanding opportunities now open 
to those who make their career in it. These opportunities 
are not restricted to dental practice, whether as a general 
practitioner or consultant. There is now ample scope for 
an academic career in teaching and research. Children’s 
dentistry, in particular, should make a special appeal. to 
women. Moreover, there are few, if any, other careers 
which offer a higher immediate income or better security 
to the young entrant. There will be, in any case, no lack 
of demand for his services for a generation.” 
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ANTIBIOTICS IN PHLEGMONOUS 
LARYNGITIS (LARYNGEAL 
CELLULITIS) 


BY 


ERICH ROSENBAUM, M.D. 
Ramat-Gan, Israel 


This paper relates experiences with antibiotics, selected 
with discrimination, in the treatment of phlegmonous 
laryngitis. It is also intended to direct attention to the 
importance for the doctor of mastering indirect (mirror) 
laryngoscopy. It is unreasonable to expect the general 
practitioner to be expert in every method of examination 
in this age of specialization, but he should have at his 
command certain methods the use of which may be of 
vital consequence to his patient when an examination 
is urgent and a specialist is not immediately available. 
Indirect laryngoscopy is easy to learn and to practise 
in daily work. If the mirror suggests even only a sus- 
picion of an inflammatory oedema the doctor should 
proceed at once to consider what further steps are to 
be taken. 

The following are successive cases which I have 
observed during the last three and a half years. 


Case 1 


A woman aged 26 had had her tonsils removed some 
years previously and had never since suffered from a sore 
throat. Occasionally she had had aural eczema. Ten days 
before being seen she had a prophylactic tuberculin inocu- 
lation which caused a blister on her right arm. For the 
previous three days she had had a subfebrile temperature 
and had seen her doctor for sore throat. I was consulted 
on July 1, 1950, and was told that the patient had increasing 
pain on swallowing, although not more than a mild pharyn- 
gitis could be observed. Her doctor, having noticed hoarse- 
ness, as well as swelling and tenderness of the right lymph 
nodes in the neck, thought that laryngeal examination 
should be carried out. Before this was done she was given 
300,000 units of crystalline penicillin intramuscularly twice 
during a period of 48 hours. 

On examination I found that the patient grimaced 
grotesquely at every attempt to swallow. There was distinct 
tenderness on palpation of the right laryngeal area. The 
submaxillary glands were enlarged and tender. Oral tem- 
perature was 100.2° F. (37.9° C.). On laryngoscopic exam- 
ination much oedema was seen over the right arytenoid 
cartilage, covering two-thirds of the rima glottidis and of 
the right vocal cord, which could be seen only by inclining 
the head to the left shoulder. One would expect severe 
dyspnoea with such large swelling round the entrance of 
the larynx, but breathing was quiet and surprisingly easy. 
The patient was taken into hospital and received another 
600,000 units of crystalline penicillin on admission. Next 
morning there was a slight decrease of the oedema. Hot 
gargles were applied, with radiant heat to the neck, and 
300,000 units of crystalline penicillin was given. There was 
further reduction of the oedema as the day went on. She 
was given more of the antibiotic to the total of 2,400,000 
units, and was discharged on July 3, when only a small 
swelling on the upper surface of the right aryepiglottic fold 
was visible. On July 6 the larynx was considered normal 
and treatment was discontinued. 

Comment.—This case of laryngeal cellulitis, with inflam- 
mation beneath the mucosa and involvement of connective 
tissue and probably of the perichondrium, was seen in an 
advanced state of obstructive oedema. Danger of dyspnoea 
and asphyxia was imminent, but shortness of breath was 
not experienced. The pointing symptoms were severe uni- 
lateral aural pain, pain and grimacing on swallowing, extra- 


ordinary tenderness of the laryngeal area, and hoarseness. 
Oral inspection with a mirror revealed nothing relevant. The 
symptoms were out of proportion to the actual pharyngeal 
condition. The tuberculin inoculation might have exerted 
some weakening influence. The cellulitis was cured with 
the comparatively small amount of 2,400,000 units of cry- 
stalline penicillin intramuscularly. This case was one of the 
few which responded well and quickly to this drug. At 
the time (1950) it was practically impossible to obtain chlor- 
tetracycline (“ aureomycin ”). 


Case 2 


A man aged 38, suffering from sore throat, called in his 
doctor on October 18, 1951. The pain increased rapidly 
and the doctor thought it disproportionate to a mild 
pharyngitis. Up to the time I saw him, on October 21, the 
patient had received a total of 2,000,000 units of procaine 
penicillin intramuscularly on account of his continuous high 
temperature—up to 103.3° F. (39.6° C.)}—difficulty in swal- 
lowing, and tenderness of the submaxillary and post-sterno- 
cleidomastoid glands on the left side of the neck, and in- 
creasing shooting pains in the left ear. 

When I saw him the pharyngitis was insignificant. The 
tonsils had been removed. The supravascular neck glands 
were swollen and tender. On mirror inspection the epiglottis 
was found to be thickened, and a soft whitish membrane 
covered the vallecula and the lingual tonsil. Pronounced 
oedema of purplish tinge was seen over the left arytenoid 
cartilage. There was considerable grimacing and difficulty 
in swallowing. After a total of 4,400,000 units of procaine 
penicillin the temperature was down but the oedema had 
only slightly improved. There was no dyspnoea. Penicillin 
therapy was discontinued and chlortetracycline was started, 
2 g. daily. There was distinct improvement after 4 g. had 
been given. A very small amount of oedema persisted, the 
epiglottis was back to normal, and the pain had almost 
gone. All drugs except gargles were discontinued, and the 
patient was reported cured on October 26. 

Comment.—By 1951 the supply situation of chlortetra- 
cycline had improved, and the health authorities, being given 
a reasonable explanation of the gravity of the case, supplied 
the drug, which proved to be of great benefit to the patient. 


Case 3 


A scientist aged 50 had suffered from petit mal and grand 
mal since childhood, but no acute attack had been observed 
by his own family. In 1949 he had an attack of pneumonia 
and later suffered from nasal obstruction. Electric cauteriza- 
tion of the left lower turbinate was performed, but on 
account of the epilepsy no operation was done on his 
deflected septum. Chronic shortness of breath developed ; 
the nasal mucosa appeared always congested, but there was 
no sign of suppuration. After a visit to Jerusalem, which 
involved an ascent of 2,800 feet (850 metres) above sea level, 
the patient got a sore throat with increasing pain, and visited 
me on March 8, 1952. 

Careful examination of the larynx showed nothing ab- 
normal, but suspicion was aroused by the pain when the 
area was touched externally. He was put to bed and 
gargles and compresses were ordered. On mirror examina- 
tion the following day a reddish oedema was detected over 
both arytenoid cartilages. Procaine penicillin, 600,000 
units, was injected intramuscularly in the morning, and 
another 300,000 in the evening. On the following day the 
nasal congestion suddenly improved without any nasal treat- 
ment. In the afternoon 250 mg. of chlortetracycline was 
given. Within six hours the oedema decreased to about half 
its previous size. Chlortetracyctine continued to be given, 
250 mg. every six hours. There was continuous improve- 
ment and the drug was stopped on March 12, after a total 
of 2.75 g. had been given. 

On the following night I was recalled to find the patient 
unconscious, with stertorous breathing, in an epileptic fit. 
Phenobarbitone was given by injection. On March 16, the 
larynx having returned to normal, he was discharged, but 
was advised to have his nose treated. On April 23 he 
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complained of left nasal obstruction, and on April 30, after 
an x-ray report, 5,000 units of crystalline penicillin in 5 ml. 
of saline was instilled into the right maxillary sinus, pro- 
caine penicillin was given intramuscularly, and an anti- 
histamine drug was also given on account of allergic rhinitis 
and asthma. Sterno-cardiac pain was experienced and the 
treatment was discontinued on May 10, being resumed in 
June with four successive wash-outs without local instilla- 
tions. The sinus exudate became less purulent, but the 
nose remained congested, and treatment was discontinued 
after 4,800,000 units of procaine penicillin had been given. 
The Caldwell—Luc operation for the right maxillary sinus 
was advised, but the patient would not agree. 

Comment.—In this case the larynx was practically cured 
after the second day of treatment with a total of 2.75 g. 
of chlortetracycline. Perhaps this dose was too high, and 
the epileptic fit may have been due to the amount of drug 
given, or it may have occurred as a result of the general 
exhaustion in this painful disease. The patient is still hesi- 
tating whether to accept operation. 


Case 4 


A woman aged 46 who suffered from allergic rhinitis 
visited me on September 20, 1952, complaining of pains 
on swallowing. Two weeks previously she had taken sulpha- 
guanidine tablets for some abdominal trouble, and a few 
days later a sore throat developed. On examination the ear, 
nose, nasopharynx, and tonsils were normal. The posterior 
part of the left side of the larynx was tender to external 
touch. The mirror showed deep-seated infection of the left 
arytenoid cartilage and dark-red surface oedema. Chlor- 
tetracycline, 1 g. daily, was prescribed. On the following 
day earache and pain and swelling were gone and no 
inflammation or sign of oedema was seen. Chlortetracycline, 
250 mg. 12-hourly, was continued until September 24, and 
then, although the condition had not entirely cleared up, the 
patient withdrew from further treatment. 

Comment.—This case was one of 11 days’ throat dis- 
comfort without proper diagnosis. The laryngeal infection 
responded promptly to chlortetracycline and the patient was 
restored almost to normal in two days. 


Case 5 


A married woman aged 37 visited me on January 12, 1953, 
complaining of a “lump” in her throat, rising and falling 
on swallowing. She had noticed it for four days. There 
were also deep pains in the throat and a slight earache. No 
external tenderness was felt on touching. On mirror in- 
spection the right arytenoid cartilage was red and slightly 
oedematous, and the intra-arytenoid area was purple, swollen, 
and thickened. Breathing was free, but speech was hoarse 
Chlortetracycline was given, 250 mg. six-hourly. On the 
following day the patient felt better, but speech was still 
hoarse ; the oedema of the right arytenoid was reduced in 
size, but the mucous membrane of the larynx was very red. 
Some hoarseness persisted next day, but the arytenoid and 
intra-arytenoid area was back to normal and no oedema 
was seen anywhere. Treatment was discontinued after 2 g. 
chlortetracycline had been given. 

Comment.—It seems that the infection of the deeper 
layers beneath the mucosa was seen on the first day of 
development, the oedema being only slight, and the red 
colour of the mucous membrane governed the picture. 


Case 6 


A woman aged 27 consulted me on January 13, 1953, 
complaining of intermittent sore throat for about three 
weeks. Later she had felt a stabbing pain on swallowing 
and she had bilateral earache. Her ears, pharynx, and 
tonsils appeared normal. She grimaced when attempting to 
swallow. Speech and breathing were free. On laryngo- 
scopic examination the right arytenoid cartilage showed 
dark-red gloom and was covered by an oedema stretching 
into the hypopharynx and towards the posterior cricoid 
lamina. Rest in bed and the usual treatment was prescribed, 
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with chlortetracycline (1 g.). For an unknown reason she 
was given permission to purchase chloramphenicol instead 
of the prescribed chlortetracycline, and I advised her to 
take it, although I had no personal experience of its work- 
ing. Two days later the pain had subsided and the oedema, 
though persistent, had slightly decreased. After a further 
two days of chloramphenicol she still complained of some 
sore throat and oedema was still seen. Treatment was con- 
tinued, and after a further two days the pain disappeared, 
the general condition was satisfactory, and the rima glottidis 
free, though the mucosa of the deep hypopharynx still 
showed some oedema. The patient had had | g. of chlor- 
tetracycline plus 4 g. of chloramphenicol. She resumed 
her work as a teacher and withdrew from further obser- 
vation. 

Comment.—The administration of chloramphenicol was 
not as effective as that of chlortetracycline in the other 
cases. 

Case 7 


A woman aged 34 visited me on October 30, 1953, with 
a complaint of severe sore throat and a temperature of 
101.7° F. (38.7° C.). The pains were continuous ; she had 
earache when attempting to swallow. There was only 
moderate external tenderness. Speech and breathing were 
free. Her ears, mouth, and palatal tonsils were normal. 
Indirect laryngoscopy showed a much thickened epiglottis, 
with a little pus between it and the base of the tongue. 
The usual local treatment was given, with intragluteal pro- 
caine penicillin injections, a total of 1,600,000 units during 
the next two days. Two days later she felt worse, external 
tenderness was more pronounced, and oedema of the left 
arytenoid cartilage was visible, with swelling of the whole 
area. Chlortetracycline (250 mg. six-hourly) was given. 
Two days later she said that she had a bitter taste in her 
mouth as if “an abscess had burst” and she had experi- 
enced relief immediately. No abscess or pus was seen and 
no fluctuation was felt. The next day the left arytenoid 
was back to normal, though the epiglottis was still thick- 
ened and there was mild pain on swallowing. On Novem- 
ber 6 she was cured. A total of 4.75 g. of chlortetracycline 
had been given. She was discharged from observation three 
days later. 

Comment.—In this case an undetected abscess probably 
burst during the course of the disease. Recovery was 
uneventful. 

Case 8 


A man aged 32 visited me on January 26, 1954, with 
left earache and pain on masticating or swallowing. The 
oral temperature was found to be 101.9° F. (38.8° C.). The 
ears were normal, the left mandibular joint moved freely 
without crepitation and was not painful, but there was 
obvious pain when the mouth was opened widely. There 
was an enlarged and soft submaxillary gland as well as 
tenderness. The floor of the mouth appeared pale and 
normal, but palpation and pressure towards the left tonsil 
hurt the patient extremely. The left tonsil, though normal 
in colour, was more swollen than the right. Laryngoscopic- 
ally there was no oedema of the epiglottis. I could not be 
sure about the condition of the left arytenoid cartilage ; 
there was much mucus and foam in the left pyriform sinus. 
Local treatment and 400,000 units of procaine penicillin 
intramuscularly was administered daily. By January 29 the 
general condition had improved but there was still pain on 
swallowing and some cough. On January 31 the picture 
was clearer after a total of 2,400,000 units of procaine peni- 
cillin had been given. Both arytenoids were now of equal 
size, there was no oedema or external tenderness, and the 
temperature was normal. On February 2 he was discharged 
as cured. 

Comment.—In this case cellulitis was suspected from the 
beginning but could not be precisely diagnosed. Only the 
slight oedema of the left arytenoid fold was visible. After 
penicillin injections it became clear that a deep-seated infec- 
tion was established at the beginning, with involvement of 
the left arytenoid cartilage, the main seat of infiltration 
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being near and around the cricoid lamina. The source of 
infection was probably in the left tonsil, which was swollen 
and had led to the secondary swelling of the left sub- 
maxillary gland. 
Review of Literature 

Koerner (1914) regards dyspnoea and pain on swallowing 
as the principal and most frequent complaint in laryngeal 
perichondritis. Denker and Bruenings (1921) state that tem- 
perature and distressing pain usually appear in the course 
of acute laryngeal perichondritis, lancinating into the ears 
when swallowing. I have stated (Rosenbaum, 1930) that pain 
in swallowing, earache, and tenderness on palpation are 
always present; also shortness of breath, but this last re- 
mark is certainly wrong. Dyspnoea can be, but is not 
necessarily, present. Wessely (1944) proposed “ prontosil ” 
(sulphonamide) therapy in cases of phlegmonous laryngitis. 
The Chevalier Jacksons (1942) distinguish between oedem- 
atous septic laryngitis and laryngeal perichondritis, defining 
the former as an aggressive inflammatory condition in which 
the submucous and deeper tissues are involved, while re- 
garding the latter as possibly a secondary and late develop- 
ment of the septic type of inflammation. They state that 
the oedema secondary to perichondritis is pale, as compared 
with the intense red usually seen in septic laryngitis. They 
enumerate as symptoms of phlegmonous laryngitis, hoarse- 
ness, some fever, complete aphagia, offensive breath, and 
croupy voice in cases of subglottic involvement. These 
authors give a general picture of acute perichondritis as 
that of an acute watery or acute red oedema. The Jacksons 
(1945) also declare that the colour of the swollen tissue in 
perichondritis varies. That is also my opinion. Simultaneous 
changes occur in the character of the disease, the colour of 
the oedema and inflammation, and in the symptoms; but 
the colour of the oedema should be of no great importance 
to the practitioner. 


Summary and Conclusion 


Eight cases (three males and five females) of phleg- 
monous laryngitis were observed in the course of three 
and a half years. Israel is a very small country and 
far more cases of this kind might be expected amongst 
larger communities. If the cases come within a general 
practitioner’s observation and are not cared for properly 
at the very beginning the results may be disastrous. I 
would suggest that the disease be called “laryngeal 
cellulitis” or “ phlegmonous laryngitis.” Laryngeal 
perichondritis may be a sequel, and a rapid invasion 
through an almost unharmed mucosa may result in a 
very early perichondritis without the expected preceding 
laryngeal cellulitis. Severe pain on swallowing, when 
accompanied by grimacing and earache, may be caused 
by some deep-seated condition of the larynx. Aural 
pains were present in all my cases. No “ septic mouth” 
or offensive breath was observed. Two of the patients 
had had their tonsils removed some years previously. 
In one case an overlooked maxillary sinusitis might have 
been the cause of the laryngeal infection. Hoarseness 
was observed in two cases. Overflow of mucus into the 
larynx caused cough in two cases, but did not appear as 
a Significant diagnostic sign. Dyspnoea was not observed 
in any of the cases. 

After the physician has considered the symptoms, 
palpation of the larynx should be the next step. If 
digital exploration reveals local tenderness, glands, Or 
swellings, deep laryngeal infection may be suspected. 
Five of my cases showed external tenderness ; the others 
did not. Therefore external palpation may lead one 
astray. The final diagnosis is dependent on mirror ex- 
amination. Once the physician has the knack of hand- 
ling the laryngeal mirror he will be able to observe in 
the reflected image the changes due to the use of modern 
drugs. 


Five of my cases improved in one day after chlor- 
tetracycline had been given; one case needed a total 
of 2 g., the others needed doses of from 2.5 to 4.75 g. 
The use of chloramphenicol in one case, together with 
a small amount of chlortetracycline, seemed less effec- 
tive. Penicillin alone was given in Case 1 and Case 8, 
in the latter because the diagnosis was uncertain; I 
believe the six-day treatment could have been shortened 
with chlortetracycline. Case 1 responded quickly to 
penicillin although this patient was in quite a serious 
condition. She was cured within four days with only 
2,400,000 units. Three other cases did not respond 
satisfactorily to penicillin injections of between 1,200,000 
and 4,400,000 units, but treatment in these cases was 
continued successfully with chlortetracycline. 

It may be concluded that violent submucous invasion 
of the connective tissue and the deeper layers of the 
larynx result in an oedema of the various cartilaginous 
parts, Although symptoms may point towards the right 
diagnosis, mirror inspection of the larynx is absolutely 
urgent. Once diagnosis has been established, chlortetra- 
cycline in doses of 250 mg. six-hourly appears to be the 
treatment of choice. 
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Foetal anaemia following incision of the placenta in 
caesarean section has been recognized for over 70 years. 
Leopold (1888) stated: “I warn against the practice of 
cutting through the placenta at caesarean section or 
boring through it with the finger. It results in consider- 
able loss of blood and endangers the life of the child. 
. . . It is better to insert the hand between the uterine 
walls and the placenta, push the latter aside, rupture the 
membrane and grasp the child by the nearest limb.” 
Kelly (1891), after performing his first four classical 
caesarean sections, stated: “ The placenta should not be 
incised for fear of bleeding the infant.” Siddall and West 
(1952) reviewed 65 babies delivered by classical or lower- 
segment caesarean section, in all of whom they carried 
out haemoglobin and red blood counts. All but one of 
the seven anaemic babies in their series had been deliv- 
ered by the lower-segment operation, which was carried 
out for placenta praevia in three instances. In another 
five of their series the placenta was incised, with no foetal 
anaemia. 
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Since the lower-segment approach has become stan- 
dard practice in caesarean section, incision of the 
placenta is relatively uncommon, except in cases of 
anterior placenta praevia. The danger of post-haemor- 
rhagic anaemia after incision of the placenta is stressed 
by the following five cases, which have been recorded 
out of a total of 19 lower-segment caesarean sections 
carried out for placenta praevia in one obstetric hospital 
(U.C.H.) during the years 1949-52 inclusive. 


Case Reports 


Case 1.—A 35-year-old Rh-positive multigravida was 
found to have positive Wassermann and Kahn reactions 
when three months pregnant, following which a six-days 
course of intramuscular penicillin was given. She was ad- 
mitted from the district three weeks after term following a 
slight ante-partum haemorrhage which increased early in 
labour. A vasa praevia was suspected on examination under 
anaesthesia, but lower-segment caesarean section revealed an 
anterior-lying Type II placenta praevia. The placenta was 
incised during the operation. The baby, a male weighing 
2,800 g. (6 Ib. 23 oz.), was limp and pale at birth and 
breathed only after resuscitation with intranasal and intra- 
gastric oxygen. A direct Coombs test was negative on the 
cord blood, as was the Wassermann reaction. The cord 
haemoglobin level was 13.3 g. (90% Haldane), falling to 
10.9 g. (74% Haldane) on the seventh day, when a blood 
transfusion of 72 ml. was given. The baby was well on 
discharge from hospital on the 16th day and subsequently 
showed no clinical evidence of congenital syphilis, with a 
negative Wassermann reaction at three months. 

Case 2.—A 26-year-old Rh-positive primigravida was ad- 
mitted after a slight ante-partum haemorrhage at 39 weeks, 
when examination under anaesthesia revealed a Type IV 
placenta praevia. The placenta was incised during lower- 
segment caesarean section. The baby was a female weighing 
3,005 g. (6 Ib. 10 oz.). There was pallor and poor tone at 
birth, and onset of respiration was delayed for several 
minutes. The peripheral haemoglobin at the age of six 
hours was 13.3 g. (90% Haldane) and 10.9 g. (74% Haldane) 
on the 13th day. In spite of treatment with iron, the red 
count was only 3,000,000 and haemoglobin 8.8 g. (60% 
Haldane) at the age of 6 weeks, followed by gradual 
spontaneous rise to a normal level. 

Case 3—A 36-year-old Rh-positive multigravida was ad- 
mitted following ante-partum haemorrhage at 33 weeks, re- 
curring more heavily at 34 weeks. A Type III placenta 
praevia was diagnosed under anaesthesia and a _ lower- 
segment caesarean section was carried out, in the course of 
which an incision was made in the placenta. The infant, a 
female weighing 1,772 g. (3 Ib. 144 oz.), was pale and limp 
at birth, but breathed at once. The peripheral haemo- 
globin level at 18 hours was 13.3 g. (90% Haldane). The 
baby remained well apart from a residual anaemia, 
with a haemoglobin of 8.4 g. (57% Haldane) at the age 
of 1 month, following which spontaneous improvement 
occurred. 

Case 4—A 35-year-old Rh-negative multigravida de- 
veloped moderate ante-partum haemorrhage at 30 weeks. A 
further haemorrhage occurred at 32 weeks, when examina- 
tion under anaesthesia showed a Type III anteriorly placed 
placenta praevia. The placenta was cut during lower- 
segment caesarean section, which was carried out for con- 
tinued haemorrhage. The infant, a premature male 
weighing 1,928 g. (4 lb. 4 oz.), was limp and pale at birth, 
with delayed onset of respiration for several minutes. The 
peripheral haemoglobin at 1 hour was 15.1 g. (102% Hal- 
dane), falling at 36 hours to 10.2 g. (69% Haldane). There 
was persistent respiratory difficulty in spite of treatment in 
oxygen with high humidity. At 40 hours a transfusion of 
45 ml. of Rh-negative compatible packed cells was given 
into the left saphenous vein, but the baby died one hour 
later. Necropsy showed marked pallor of the viscera, to- 
gether with a hyaline-like membrane in the lungs. 
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' sertion of the cord and abruptio placentae. 


Case 5—A 27-year-old Rh-negative primigravida was ad- 
mitted for ante-partum haemorrhage at 41 weeks. - Examina- 
tion under anaesthesia revealed a Type II anterior placenta 
praevia. At lower-segment caesarean section the placenta 
was incised and the foetal head was found to be obstructed 
by a band of placental tissue, which was divided with scissors. 
During this manipulation two large placental vessels were 
cut close to the insertion of the cord. The baby was a . 
female weighing 3,856 g. (8 lb. 8 oz.), pale and limp at birth, 
but breathing spontaneously at once. The cord haemoglobin 
level was 16.3 g. (110% Haldane), but this comparatively 
normal figure was almost certainly due to lack of haemo- 
dilution, as the baby appeared pale and exsanguinated 30 
minutes after delivery. A direct Coombs test on the infant’s 
cord blood was negative. An emergency transfusion of 
150 ml. of Rh-negative group O blood was given into 
the umbilical vein in the first hour of life, with immedi- 
ate improvement in the baby’s condition. The peripheral 
haemoglobin level at 24 hours was 18.3 g. (130% Haldane), 
and the baby was very well on discharge from hospital on 
the 14th day. 

Discussion 

The haemoglobin levels in Cases 1-4 were all below the 
range of normal values quoted by Mollison (1951), who 
found a normal cord haemoglobin range of between 13.5 
and 19.6 g. (91-132% Haldane) and a normal peripheral 
haemoglobin level in the first 24 hours of 15.4—22.8 g. (104— 
154% Haldane). In Case 5 the haemoglobin level was un- 
doubtedly misleading owing to the lack of haemodilution. 
This case was clinically the most severely affected in the 
series, and illustrates that post-haemorrhagic anaemia of the 
newborn can be an acute emergency requiring immediate 
replacement of blood, which in this case was life-saving. 
Transfusion was delayed in Case 4 until the infant was 36 
hours of age, as he was severely ill with respiratory em- 
barrassment, confirmed at necropsy to be due to a hyaline- 
like membrane in the lungs. Case 1 was transfused at the 
age of 7 days, and in Cases 2 and 3 early transfusion might 
have been advantageous in view of the persistence of 
anaemia at the age of 1 month. 

Exsanguination of the newborn may follow a number of 
abnormalities of placenta and umbilical cord apart from 
placenta praevia. Wickster (1952), in addition to comment- 
ing on the danger of foetal haemorrhage from the vasa 
praevia, also stressed this complication in velamentous in- 
He described six 
cases of newborn post-haemorrhagic anaemia, five of which 
were fatal. In order to explain the foetal anaemia which 
occurred in one of his cases with normal placenta-and vessels 
with a spontaneous delivery, he suggested that foetal haemor- 
rhage might occur towards the end of labour from extra- 
vasation of foetal blood into the decidual space at the utero- 
placental junction. Further, Wiener (1948) believed that 
foetal blood loss may occur into the maternal circulation 
during pregnancy through a defect on the foetal side of the 
placenta. In order to determine whether foetal haemorrhage 
occurred after caesarean section for conditions other than 
placenta praevia, or in any cases of placenta praevia not 
delivered by caesarean section, the records of the remain- 
ing 235 caesarean sections carried out for other indications 
were studied, as were those of the seven cases of placenta 
praevia delivered per vias naturales. No anaemic babies 
were recorded in either group. Study of the full operative 
details available in 7 of the 14 non-anaemic babies delivered 
by lower-segment caesarean section for placenta praevia 
showed that in two of these the placenta had been incised 
without any blood loss in the infant. 

For caesarean section in cases of placenta praevia, the 
majority of writers favour the lower-segment approach. 
Marshall (1939) found the placenta involved in the incision 
or manipulation in 14 (30%) of his cases. He did not men- 
tion any possible danger to the infant, and considered 
disturbing or detaching the placenta during the operation to 
be of no consequence ; on two occasions he actually re- 
moved the placenta first. Macafee (1945), in advocating the 
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conservative treatment of placenta praevia, stated: “ At the 
lower segment operation the cord may be cut through or 
pulled off, causing anaemia in the child.” He quoted two 
such cases, one of which was very similar to Case 5, in 
which large placental vessels on the foetal surface were 
incised very close to the insertion of the cord. To avoid 
the danger of bleeding from the child Macafee recommended 
a stab incision into the lower segment and careful stretching 
of the incision with the fingers, thus avoiding damage to 
the placenta. This seems the best approach in the majority 
of cases, although it may often be equally effective to make 
the incision in the uterine wall a little higher than usual. If 
palpation suggests that injury to the placenta is inevitable 
or if, as sometimes happens, the lower segment is poorly 
formed, the classical approach may be justified in the 
interests of the child, but on no account should the placenta 
be removed before the child. 

The differential diagnosis of the clinical picture following 
foetal haemorrhage is that of birth anoxia and birth trauma. 
Pallor and lack of tone may occur in all three conditions, 
but, while delayed onset of respiration is always present in 
birth anoxia, three out of five of the babies with post- 
haemorrhagic anaemia in the present series breathed spon- 
taneously at birth. Further, babies with post-haemorrhagic 
anaemia remain pale, whereas normal colour returns after 
successful resuscitation of anoxic babies. Babies suffering 
from cerebral birth trauma may show other signs such as 
irritability, high-pitched cry, full fontanelle, increased tone 
in the limbs, and even convulsions. Post-haemorrhagic 
anaemia has also to be differentiated from haemolytic 
anaemia following blood-group incompatibility. Antenatal 
rhesus blood grouping and routine tests for agglutinins in 
rhesus-negative mothers will reveal in advance nearly all 
cases of rhesus-blood-group incompatibility, while the direct 
Coombs test is positive on the infant’s cord blood. Post- 
haemorrhagic anaemia may occur shortly after birth from 
a slipped ligature of the umbilical cord, but the source will 
be evident. 

In conclusion, in all cases with placenta praevia delivered 
by caesarean section arrangements should be made for 
haemoglobin determinations on the cord or infant’s blood. 
As haemodilution may not occur for several hours after 
haemorrhage, serial haemoglobin estimations may be neces- 
sary after birth, taking into account that the normal haemo- 
globin level in the baby’s peripheral blood is usually about 
20% higher than the cord level. In every case preparations 
should be made for immediate transfusion of the child. 


Summary 

Five cases of post-haemorrhagic anaemia of the new- 
born are described following lower-segment caesarean 
section for placenta praevia and occurring in every case 
after incision of the placenta. In two other instances 
the placenta was incised without anaemia in the infant. 
In 235 caesarean sections carried out for other reasons 
in the same period there were no cases of anaemia in 
the infant ; neither was the baby affected in seven cases 
of placenta praevia delivered by the vaginal route. 

Methods for avoiding damage or incision of the 
placenta during delivery are discussed. The need for 
prompt recognition and treatment of post-haemorrhagic 
anaemia in the newborn is stressed. 


We are indebted to Professor W. C. W. Nixon and the con- 
sultant obstetric staff of University College Hospital for their 
permission to publish these cases. 
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ACIDAEMIC COMA AFTER BILATERAL 
TRANSPLANTATION OF URETERS 


BY 


E. KEITH WESTLAKE, M.A., M.D., M.R.C.P. 
Late Medical Registrar, Chase Farm Hospital 


The frequency with which a chronic acidaemia with 
hyperchloraemia and raised blood urea occurs after 
bilateral transplantation of the ureters has been 
appreciated only since Ferris and Odel’s (1950) review. 
In the last four years over 25 papers have been written 
on this topic, but the majority have appeared in the 
urological literature, and many physicians may be un- 
aware of a characteristic clinical syndrome and its 
correct management. The case reported below is the 
first in which serial measurements of arterial blood pH 
have been made during recovery from acidaemic coma 
precipitated by acute pyelonephritis. 


Case Report 


A 66-year-old retired wood-sawyer was readmitted to 
Chase Farm Hospital on September 29, 1953. In October, 
1949, bilateral uretero-sigmoid anastomosis and total 
cystectomy was performed for carcinoma of the bladder. 
He remained in moderate health but complained of easy 
fatigability, muscular weakness, dyspnoea on exertion, cen- 
tral chest pain of anginal character, increased thirst, and 
frequent attacks of malaise, fever, shivering, and anorexia 
suggestive of recurrent acute pyelitis. His weight fell from 
10 st. 6 lb. to 8 st. 10 lb. (66.2 to 55.3 kg.). 

Two weeks before admission he developed a further attack 
of malaise, shivering, and headache. On September 26 he 
felt well enough to get up, but after walking in the garden 
developed central chest pain and a feeling of extreme weak- 
ness, and retired to bed. On the following day he vomited 
once. On the 28th he became drowsy and subsequently 
unrousable. No urine had been passed for twelve hours 
prior to admission. 

On examination he was comatose, with Kussmaul breath- 
ing. T. 99.2° F, (37.3°C.); R. 9-12; P. 110. There was 
moderate dehydration, but the extremities were warm, and 
blood from the antecubital vein was arterial in colour. 
Intermittent twitching of facial muscles, platysma, and arms 
occurred. B.P. 140/70 (usual level 170/105). Deep refiexes 
were all increased, with sustained clonus of right ankle. 

Arterial blood analysis showed severe acidaemia with 
hyperchloraemia and raised blood urea—pH 7.08; plasma 
COs: content, 4.5 mEq (10 vols.); pCO», 13 mm.; sodium, 
145 mEq ; potassium, 4.3 mEq; chloride, 114 mEq; blood 
urea, 231 mg. per 100 ml. The acidaemia was treated by 
rapid infusion of 3.8% sodium citrate. After twenty to 
thirty minutes the level of coma lightened and extreme 
restlessness necessitated sedation with paraldehyde. After 
1.7 litres of sodium citrate in three hours, the arterial pH 
had risen to 7.48, but clinical hyperventilation was stil! 
present with an arterial CO2 tension reduced to 20.9 mm. 
and a plasma COs content of 15.8 mEq. Rehydration was 
continued with 5% glucose and the presumed pyelonephritis 
treated with chlortetracycline (“‘aureomycin”), 500 mg. 
twice daily, added to the intravenous drip (total 14 g.). On 
October 1 he was fully conscious and replied slowly but 
rationally to questioning; the blood urea had risen to 
297 mg. He complained of profound anorexia and lethargy, 
and was found to have developed moderate hypokalaemia 
(K 2.4 mEq): Potassium deficiency was repaired by the 
intravenous administration of a potassium phosphate solu- 
tion (60 mEq per litre) and subsequently by potassium citrate 
orally. 

The serum level returned to normal on the tenth day 
after 1,000 mEq of potassium. Balance studies proved 
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impossible because of rectal incontinence. Despite the 
administration of sufficient alkali to maintain the arterial 
pH on the alkaline side of normal (pH 7.42-7.52), mild 
hyperventilation persisted and the plasma CO; content and 
pCO: did not become normal till two weeks after admis- 
sion. On recovery slight urea retention persisted (54- 
80 mg.), but the patient remained in good health (April, 
1954) with normal blood electrolytes on a daily supplement 
of 20 g. of. sodium bicarbonate and 10 g. of potassium 
citrate. Full details of blood electrolytes, pH, fluid intake, 
etc., are given in the Chart. 
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© INTRA@VENOUS 


Arterial pH, carbon dioxide tension, and electrolytes during re- 
covery from acidaemic coma in a patient with bilateral uretero- 
sigmoid anastomosis. 


Discussion 


The biochemical abnormalities that follow uretero-colic 
anastomosis are acidaemia with lowered plasma COs, raised 
blood urea and chloride levels, and, less frequently, hypo- 
kalaemia. Plasma sodium and total base are usually within 
normal limits. In the 141 patients studied by Ferris and 
Odel (1950) the alkali reserve was reduced in 80% and 55% 
showed hyperchloraemia (CI>107 mEq). The frequency 
of electrolyte disturbance has been confirmed in the larger 
series of 201 cases collected by the British Association of 
Urological Surgeons (Jacobs and Stirling, 1952)}—a lowered 
alkali reserve was present in 78% and the full syndrome of 
hyperchloraemic acidosis with raised blood urea in 31%. 
In only 6% were the levels of blood urea, chloride, and 
CO: content all normal. Hypokalaemia was present in 
more than a third of the cases. 

Although electrolyte disturbances occur in most patients, 
symptoms attributable to them appear in only a minority. 
These symptoms include general weakness and fatigue, 
hyperventilation and exertional dyspnoea, anorexia with 
progressive weight loss, an unpleasant or salty taste in the 
mouth, increasing thirst, and bone pains. Muscular weak- 
ness can occasionally be attributed directly to hypo- 
kalaemia : Diefenbach ef al..(1951) describe the case of a 
patient with a complete flaccid quadriplegia and serum 
potassium of 2.1 mEq who was able to walk within 50 
minutes of the infusion of 4 g. of potassium chloride. 
Osteomalacia due to the chronic acidaemia with consequent 
renal loss of calcium may occur, and cases with bone pains 
and multiple fractures have been reported by Pines and 





Mudge (1951), Badenoch (1952), and Moore (1952), and 
vitamin-D resistant “ rickets” in a child by Boyd (1931). 

Whilst excessive reabsorption of chloride and urea from 
the colon forms the basis of the electrolyte disturbance, it 
is now generally agreed (Lapides, 1951; Parsons ef al., 
1952 ; Pyrah, 1954) that this only becomes of clinical import- 
ance in the presence of renal impairment when the capacity 
of the distal tubules to acidify the urine is impaired by 
ascending pyelonephritis or back pressure from a hydro- 
nephrosis (Kekwick ef al., 1951). Any intercurrent illness 
associated with diarrhoea and vomiting, but especially an 
attack of acute pyelonephritis, may precipitate acute symp- 
toms by causing dehydration with rising blood urea levels, 
increasing acidaemia, hyperventilation, stupor, and, finally, 
anuria and coma. The ‘clinical picture may then be con- 
fused with terminal uraemic coma, but infusion of alkali, 
rehydration, repair of potassium deficiency, and treatment 
of the underlying infection will restore moribund patients 
to health. 

Some authors (Harrison, 1943) maintain that the measure- 
ment of blood pH is technically difficult and clinically 
unhelpful. This is not true. With a closed glass electrode 
(see Appendix) measurement of the pH takes twenty to 
thirty minutes, and with careful standardization duplicates 
agreeing within 0.02 pH unit can be obtained routinely. 
Brachial-artery puncture is a safe and painless procedure 
even when samples are taken from the same arm daily. I 
have not encountered any serious sequelae (embolism, 
thrombosis, or aneurysm formation) in over 300 punctures. 
Haematoma formation can usually be prevented by firm 
compression of the artery for two to three minutes. If 
arterial puncture proves impossible, venous blood of arterial 
character can be obtained from the back of the hand after 
immersing the forearm in warm water for fifteen minutes. 


It is well known that the alkali reserve is frequently a 
completely misleading guide to the degree of acidaemia, 
especially when the acid-base disturbance is due to a com- 
bination of metabolic and respiratory factors. Low levels 
of serum bicarbonate may be accompanied by little change 
in pH and comparatively high levels with severe acidaemia 
(Natelson and Barbour, 1952 ; Yeomans and Stueck, 1952). 
Direct measurement of arterial pH is the only method of 
assessing the severity of acidaemia and of controlling therapy 
accurately. During the infusion of alkali, measurements 
should be made at intervals of thirty minutes to one hour 
until the pH has risen to the desired level. The correction 
of acidaemia by formulas based on serum bicarbonate or 
alkali reserve is unreliable and the technique of in vivo 
titration makes their use unnecessary. 

In this patient the arterial pH rose from 7.08 to 7.48 after 
65 g. of sodium citrate had been administered over a three- 
hour period. Despite correction of pH to the alkaline side 
of normal, hyperventilation persisted with reduction of 
plasma COs: content to 15.8 mEq and pCOs: to 20.9 mm. 
If therapy had been based either on the clinical appearance 
or on the level of serum bicarbonate, it would have been 
assumed erroneously that the acidaemia was still uncor- 
rected. Further infusion of alkali would have caused severe 
alkalaemia and tetany, since the serum calcium was reduced 
to 6.4 mg. The persistence of hyperventilation for hours 
or days after the correction of acidosis was first recorded 
by Stillman et al. (1917) in diabetic coma, and is due to the 
fact that the respiratory centre in chronic acidaemia becomes 
adapted to a low level of COs tension and takes time to 
readapt ‘to the normal level of 40 mm. In diabetic coma it 
is unnecessary to do more than partially correct an initial 
severe acidaemia. Spontaneous restoration of pH to normal 
will occur as soon as the level of blood keto-acids begins to 


. fall with the administration of insulin and intravenous 


saline. 

I attribute coma in this patient to acidaemia rather than 
uraemia, since an arterial blood pH below 7.1 is known to 
cause coma in patients suffering from carbon dioxide narcosis 
(Westlake, 1953) and recqvery of consciousness occurred with 
restoration of the blood pH to normal while the blood 
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ufea was continuing to rise. Lange et al. (1951) have shown 
that severe acidaemia (pH 6.8-7.2) causes a large increase 
in cardiac output with fall in peripheral resistance : this 
may account for the fact that, on admission, blood from 
the antecubital vein was arterial in colour despite consider- 
able dehydration. 


Summary 


A case of acidaemic coma with hypokalaemia, pre- 
cipitated by acute pyelonephritis, four years after 
bilateral uretero-sigmoid anastomosis, is described. 


Recovery occurred following the infusion of alkali, 
rehydration, intravenous and oral potassium, and a 
course of chlortetracycline. 


Hyperventilation with low levels of plasma bicarbon- 
ate and CO, tension persisted for two weeks after 
restoration of the blood pH to normal. Attention is 
drawn to the value of serial measurements of arterial 
PH as a rapid and accurate method of controlling alkali 
therapy. 


I wish to thank Dr. Thomas Simpson and Mr. H. O. Blauvelt 
for permission to publish this case; and Mr. Ronald Smith for 
the estimations of sodium, potassium, chloride, and urea. 


APPENDIX 


Arterial blood samples were taken, under local analgesia, 
from the brachial artery into all-glass syringes lubricated 
with a few drops of heparin (5,000 units per ml.) only, 
using a No. 1 Luer needle. Beads of mercury were subse- 
quently introduced to obtain even mixing of blood and 
heparin. The patient’s temperature was taken while the 
artery was compressed firmly for three minutes. The blood 
was allowed to cool to room temperature and its pH 
measured within thirty minutes of sampling with a Cam- 
bridge pH meter and Stadie closed glass electrode. The 
meter was standardized with phosphate-citrate buffers of 
pH 7 and 7.4 (B.D.H. electrometrically tested). Correction 
of the observed pH to the patient’s body temperature was 
made by Rosenthal’s (1948) factor. Arterial pCO can be 


‘ calculated from pH and total plasma CO: content using the 


Henderson-Hasselbalch equation. 
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Speaking at the opening of two villas for female patients 
at St. Crispin Hospital, Duston, the Minister of Health, Mr. 
IAIN MACLEOD, commended the growing practice of mental 
hospitals holding regular “at homes.” ‘“ Throwing open the 
doors in this way and inviting local people to come and 
see for themselves is by far the best way to break down 
prejudice and remove misunderstanding about the life and 
atmosphere of these hospitals,’ he said. “As a result I 
hope more young men and women will be ready to help 
this great work forward by enrolling as nurses.” 


SMALLPOX IN A CHILD AGED 3 DAYS 
BY 
Y. S. NARAYANA RAO, MB., D.T.M., D.B. 
N. R. RATNAKANNAN, MLD. 
K. S. BALASUBRAMANIAM, L.M.P. 
AND 


SRI K. N. GOPALAN, B.Sc. 


(From the King Institute of Preventive Medicine, Guindy, 
j Madras) 


Transplacental transmission of diseases from the mother to 
her offspring is well known, and is perhaps the only route 
of infection of a foetus in utero. Of the infectious diseases 
transmissible in this manner, smallpox is probably the 
most common. Bancroft (1904), Marsden and Green- 
field (1934), and Dixon (1948) have all reported small- 
pox in newborn infants; but.in most of the recorded 
cases the mother was suffering from the disease when 
the child was born. We have found only one record of 
an apparently healthy mother giving birth to a child who 
developed smallpox shortly after birth—that is, within 
the incubation period of nine days to call it an inherited 
infection—that of Bancroft (1904), who referred to a 
case without giving any details. In the following case 
of smallpox in a child aged 3 days the mother had not 
shown any of the symptoms of smallpox immediately 
before or after delivery. A discussion on the probable 
mechanism of infection in such cases is also presented. 


Case Report 


A healthy child born on January 27, 1950, was first noticed 
by the medical attendant to have a rash on January 31, 
1950. On account of the atypical nature of the rash, the 
doctor delayed sending the infant to the Infectious Disease 
Hospital, Madras, until February 2 

The child was well nourished and its general condition 
was good. The eruptions were present all over the body, 
including the face and extremities. The lesions were discrete 
and in the vesicular stage. Smallpox was diagnosed. On 
February 11 the lesions had advanced and were in the 
scabbing stage. The scabs had begun to fall off and a 
few were collected in 50% glycerin water for laboratory 
investigation. 

Other Relevant Data.—There had been no case of small- 
pox in the house, but there were some cases in the locality. 
The mother was healthy, and did not recollect any history 
of illness during the last few days of pregnancy. She bore 
marks of smallpox and gave a history of an attack 20 years 
before. She had not been vaccinated during pregnancy, but 
underwent vaccination when the child was admitted into 
hospital, the reaction being of the nature of that seen in 
partially immune individuals (accelerated or vaccinoid). 

Laboratory Investigations——The scabs collected from the 
child were ground up in normal saline and the following 
experiments were performed. 


Using Monkeys.—{a) Scarification on to the skin of the 
monkey produced vesiculation characteristic of variola-vaccinia 
lesions. (5b) Successful serial passages through the monkeys were 
performed for about four passages and discontinued afterwards. 
(c) The monkeys used in experiments a and b gave “ immune 
reactions ’’ when injected with routine calf lymph. 

Using Eggs——{a) The ground-up scab material, on inoculation 
on to chorioallantoic membrane, produced variola-like lesions. 
(b) Successful serial egg passages were made, and the strain is 
at present being maintained. (c) One of the monkeys inoculated 
with the egg-passed material developed generalized eruptions, 
which included the face, and died on the twelfth day after 
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inoculation. (d) Cross-immunity in monkeys was observed be- 
tween the egg-passed material from the lesions of the child and 
the routine calf-lymph. 

On Calves.—The ground-up scab material and the egg-passed 
material did not take on calves. 

Paul's Test.—This was negative. 


The lesions were so mild that the case could casily have 
been mistaken for one of chickenpox ; but the distribution 
and the progress through papule, vesicle, scab, etc., were 
typical of smallpox. It was only to clinch the diagnosis 
that the laboratory tests were undertaken. As is usual in 
these cases, the child made an uneventful recovery. 


Discussion 


The laboratory investigations proved beyond doubt that 
the case was one of smallpox. Having established the 
diagnosis, we were concerned with “ the source of infection.” 
The main point to be settled was whether this was a case 
of inherited smallpox. The age of the infant was strongly 
in favour of an inherited infection. The eruptions had 
been noticed on the fifth day of birth, which means that 
smallpox had occurred not later than the third day of 
birth, taking into account the pre-eruptive pyrexial stage of 
two to three days. There-is no reported case of acquired 
smallpox with such a short incubation period, which is 
supposed to be shorter only by two to three days even in 
variola inoculata (Downie, 1951). Hence the occurrence of 
smallpox on the third day of life practically eliminates the 
possibility of acquired infection after birth. This case was 
therefore evidently one of inherited smallpox. 

When this point is conceded it is essential to assume an 
infection in the mother. There has been no reported case 
of inherited smallpox in which the mother has been healthy. 
It is easy to understand the pathogenesis of inherited small- 
pox when the mother has been suffering from the disease, 
but difficulties arise when she is apparently healthy. A 
pertinent question will then be, How can she transmit the 
disease ? The answer, of course, is that she cannot, pro- 
vided one can rule out subclinical infections in the indi- 
vidual. It is not so easy to exclude an infection in the 
mother on the basis of absence of symptoms alone. 

Variola sine eruptione is not unknown. Bancroft (1904), 
Vaughan ef al. (1925), and Gray (1949) have all reported 
cases of smallpox without any evidence of a rash. Hence 
it can be concluded that in the present case the apparently 
healthy mother had probably contracted smallpox during 
the last few days of pregnancy. The fact that there was 
smallpox in the locality lends credence to this view. We 
also know that the mother showed a vaccinoid reaction 
when she was vaccinated on February 2, the seventh day 
of the child’s birth. This goes to prove that her antibody 
level, though not high, was sufficient to protect her from 
an attack. The exact mechanism of the placental trans- 
mission is not well understood. The only explanation that 
can be offered is that perhaps the amount of antibody trans- 
mitted in this case was not in proportion to the virus trans- 
mitted, and hence the disease had asserted itself in the 
child. That a fair amount of antibody had been transmitted 
along with the virus is shown by the fact that the lesions 
were discrete, the recovery was quick, and the child’s illness 
was very mild. 

Thus the virus-antibody ratio was favourable in the case 
of the mother, who did not suffer from smallpox; but 
the placental transmission so altered the virus-antibody 
balance as to produce a mild attack in the infant. 


Summary 
A case of smallpox in a child aged 3 days is recorded. 
Probably this is the first reported case of inherited 
smallpox presented in detail in which the mother was 
absolutely healthy. 
The pathogenesis in such cases is discussed. 


We wish to acknowledge our indebtedness to Dr. S. E. D. 
Masilamani, health officer, Corporation of Madras, but for whose 


timely intimation of the case a rare opportunity could easily have 
been missed; Dr. A. Ramachandra Rao, medical officer, Infec- 
tious Diseases Hospital, Madras, for his co-operation; and the 
entire laboratory staff of the virus and vaccine lymph sections 
of the King Institute, Guindy, for their efficient assistance. 
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TALC PNEUMOCONIOSIS IN THE 
TEXTILE INDUSTRY 


BY 
BERTRAM MANN, M.D., B.Sc., D.P.H. 


Consultant Chest Physician, Royal Halifax Infirmary 
AND 


J. B. DEASY, M.B., B.Ch. 
Director of Mass Radiography Unit, Bradford 


Talc pneumoconiosis is a comparatively rare disorder, 
although a number of cases have been reported in the 
Italian, U.S., and Scandinavian literature (Parmeggiani, 
1950 ; Buus-Hansen et al., 1950 ; Friedman et al., 1952 ; 
Siegal et al., 1954). The bulk of reports (Perry, 1947, 
1952) have related to workers in talc mills or steatite 
mines, or to employees engaged in the rubber industry 
(McLaughlin, 1949) and in the production of cosmetics 
(Kohler et al., 1951). Moreover, as talc is also used as 
a filling for paper, soaps, and paints, in electric switch- 
boards, and in the heat insulation of steam-pipes and in 
leather finishing, it might constitute a hazard to people 
engaged in these occupations. 

So far as can be gleaned from the literature, there 
have been only two accounts (Merewether, 1933, 1934 ; 
McLaughlin ef c!., 1949) of cases observed in this 
country. The following case, while in itself unusual, 
seems to be the first one to be recorded in a process used 
in the textile industry. 


Case Report 


A middle-aged well-built man aged 57 was referred to 
the Halifax Chest Clinic by the mass radiography unit. For 
the past four years he had been short of breath on exertion, 
and, although not considerable, it had recently been slowly 
increasing in severity. He also complained of some pre- 
cordial tightness accompanied at times by a little wheezing. 
For the past seven or eight years he had had a “ smoker's 
cough” accompanied by the expectoration of a small 
amount of pearly grey sputum. Haemoptysis had never 
been observed. His appetite was good and his weight 
stationary. During the past six months he had been decidedly 
more tired than formerly, and in view of this had changed 
his occupation from that of picker-making to a new and 
cleaner trade. 

On examination the patient was seen to be a well-built. 
healthy-complexioned man, with no evidence of clubbing, 
cyanosis, or oedema. He had only moderate chest move- 
ment and air entry, and there were a few scattered rhonchi 
and a little bronchospasm. His chest expansion was 2 in. 
(5 cm.). Cardiovascular examination was not relevant; 
B.P. 150/85. The radial and retinal vessels were consistent 
with his age. A Mantoux test was positive to 0.1 mg. of 
old tuberculin. Repeated sputa were negative for tubercle 
bacilli on direct examination and culture. Blood examina- 
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tions revealed no abnormality in the levels of his total and 
differential white. count. His serum alkaline phosphatase, 
serum proteins, albumin/globulin ratio, serum calcium, 
P.C.V., and E.S.R. were within normal limits. His maxi- 
mum breathing capacity was 62.5 litres a minute and his 
vital capacity 1,700 c.cm. A chest x-ray film showed small 
areas of nodulation scattered fairly uniformly throughout 
all zones of both lung fields (see Fig.). These nodular 











Radiograph showing small areas of nodulation in both lung fields. 


shadows were closely packed, and under the hand lens 
appeared to be of fairly homogeneous density. There was 
also evidence of a lattice- or matrix-work background on 
which the nodular deposits were superimposed. In the right 
upper lobe, apex, and first space there was evidence of a 
diffuse opacity suspiciously like pulmonary tuberculosis. 
Radiologically the findings were thought to be those of talc 
pneumoconiosis probably complicated by apical pulmonary 
tuberculosis. 

Occupational History.—This patient had been employed 
for 43 years (starting at 14 years of age) in the textile 
industry. His occupation was that of picker maker. These 
employees are concerned in making thongs, originally of 
buffalo hide, but in recent years from any type of leather 
skin. The picker is employed to drive the shuttle which 
threads the weft in the weaving loom from side to side. 
The hide is first steeped in a vat of water for three hours 
and is then hung up for five minutes to allow the surplus 
fluid to drain off. It is next placed on old sacking on the 
floor and dusted liberally with tale (French chalk, hydrated 
magnesium silicate). The talc is now spread uniformly on 
the hide by means of a whitewash brush. The hide is then 
reversed and the process repeated. Later the hide is lifted 
by two picker makers on to a table, and throughout these 
operations the atmosphere is cloudy with fine talc dust. 
Each week about 40 hides, each 12 by 6 ft. (3.6 by 18 
metres) in size, are treated in this fashion by each picker 
maker. It was after working 39 years in this process that 
the patient began to observe the symptoms indicated above. 


Discussion 


Petrographically, talc consists of straight fibres, curved 
fibres, and shreds. These fibres measure up to 10 » in 
length, though many are only 4 to 5 ». Radiological 
evidence of talc plaques varying from single linear strands 
in the region of the diaphragm to massive deposits, bizarre 
in shape, extending over a large part of the lung fields, has 





been recorded by Siegal et al. (1943). There is no certain 
association between talc pneumoconiosis and pulmonary 
tuberculosis, though Thorel (1896) and Zanelli (1931) have 
recorded cases in which these two conditions were probably 
present. 

It is of interest to observe that the allied ccndition of tale 
granuloma has been reported, both in the U.S. and in the 
British literature (Mackey and Gibson, 1948; Walker, 
1948 ; and Smith, 1948), as occurring in abdominal and 
gynaecological surgery, following the use of tale or French 
chalk in surgical gloves. 

A survey of the literature suggests that this condition is 
not a pure pulmonary silicosis but is rather a slowly devel- 
oping fibrogenic disorder ; and it has been suggested that it 
may be allied to asbestosis. In the above reported case, 
talc pneumoconiosis manifested itself by a very insidiously 
developing dyspnoea associated with a mildly productive 
“smoker’s cough.” 


We wish to record our thanks to Dr. K. Perry for his helpful 


comments on this case. 
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FATAL CASE OF ENCEPHALITIS AFTER 
PHENOLPHTHALEIN INGESTION 


BY 


A. C. KENDALL, M.B., M.R.C.P., D.C.H. 
Paediatrician, Coventry and Warwickshire Hospital 





Acute disseminated encephalomyelitis is not an uncom- 
mon condition in childhood, and Brewis (1954) was able 
to collect a series of 93 cases, occurring over an eight- 
year period, from the children’s wards of three hospitals. 
Those cases which occyg as a complication of the acute 
specific fevers have often been assumed to be due either 
to a direct invasion of the brain by the virus concerned 
in the primary infection or to the activation of a virus 
already present in the nerve tissue. Glanzmann (quoted 
by Russell Brain, 1940) suggested in 1927 that the mech- 
anism was an allergic process, the nervous tissues having 
become sensitized to the original virus. Miller (1954), 
expanding this viewpoint, believes that, although acute 
disseminated encephalomyelitis has a multiple aetiology, 
the common factor in all cases is an allergic reaction 
involving nervous tissues. In the case now reported the 
ingestion of phenolphthalein, a substance known to be 
capable of exciting a hypersensitivity reaction in certain 
individuals, was followed by a fatal encephalomyelitis. 


Case Report 
A healthy female child aged 24 years had been 
given a number of chocolate laxative tablets by an older 
child. It was not possible, therefore, to determine how much 
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phenolphthalein was ingested, but it was probably be- 
tween 10 and 20 gr. (0.65 and 1.3 g.). A few hours later she 
became fretful, and on the following morning passed several 
loose stools. Shortly afterwards it was noticed that the 
right side of the face and the right arm were twitching, and 
at that stage she was admitted to hospital. Then, although 
the myoclonic movements were continuous, she appeared to 
be quite conscious. In spite of sedation with phenobarbitone 
and amylobarbitone, the movements continued intermit- 
tently, at times becoming generalized. She passed from 
drowsiness to stupor, and after an illness lasting eight days 
died in coma. 

Her temperature on admission was 100° F. (37.8° C.), and 
throughout she ran a continuous fever, mainly in the range 
of 101 to 103° F. (38.3 to 39.4° C.). The diarrhoea con- 
tinued, and as late as the seventh day phenolphthalein could 
be demonstrated in the urine. Lumbar puncture was car- 
ried out on two occasions: the first specimen of cerebro- 
spinal fluid contained 19 red cells and 8 white cells per c.mm. 
(5 polymorphs and 3 lymphocytes) ; in the second specimen 
there were three white cells per c.mm. In neither of these 
specimens could phenolphthalein be detected. Other investi- 
gations included a chest x-ray examination, which was nor- 
mal; routine testing of several specimens of urine, which 
were found to be normal ; and a blood count which showed 
90% haemoglobin, and 22,800 white cells, with a normal 
differential count. 

Salient features of the post-mortem examination were that 
the brain showed considerable flattening of the convolu- 
tions and much oedema. On section, a number of fine 
petechial haemorrhages were present, but no grosser lesions. 
On the anterior surface of the heart there were a° number 
of small petechial haemorrhages. 

In contrast, the microscopical appearances of the brain 
were most striking, and were reported on as follows: “ Sec- 
tions from various parts of the cortex and the ventral surface 
of the pons show similar appearances consisting of cellular 
infiltration essentially perivascular in type and in some areas 
of great intensity. The infiltrating cells are mainly lympho- 
cytes or large mononuclears, but some resemble plasma cells, 
and polymorphs are also present in small numbers. They 
form an apparently continuous sheath around the perfor- 
ating vessels and extend through the cortex to the subjacent 
tissues. In the most severely affected areas infiltration has 
become practically diffuse, there is evidence of demyelina- 
tion, with considerable numbers of foamy phagocytes, and 
the nervous tissue may be completely disorganized. Such 
changes are to be found in superficial cortical layers in the 
depths of the sulci and also in the white matter. The meninges 
show cellular infiltration proportionate to that in the under- 
lying tissues and in some sections are practically normal.” 


Discussion 

The laxative effect of phenolphghalein was discovered by 
Professor Vamossy in 1902. His observations were pub- 
lished after he had been unsuccessful in attempting to pro- 
duce toxic manifestations in himself, his associates, and a 
variety of animals (Vamossy, 1936). 

Nevertheless toxic reactions have been reported and have 
included albuminuria and allergic skin reactions, the latter 
being summarized and reviewed by Haber (1950). The stan- 
dard textbooks of paediatrics and pharmacology make only 
scanty reference to phenolphthalein toxicity, although in 
Mitchell-Nelson’s Textbook of Paediatrics (1950) one reads: 
“ High fever, hemiplegia, albuminuria, oliguria, respiratory 
and cardiac failure, coma and death have been attributed to 
phenolphthalein poisoning.” 

The only case in which death was ascribed to phenol- 
phthalein poisoning was reported by Cleeves (1932). He 
related that a boy of 10 years ate the contents of a box of 
“ex-lax” ; within a few hours there was severe purgation, 
and by the next day his temperature had reached 106° F. 
(41.1° C.). Four days later huge weals developed over the 
abdomen, legs, and arms, disappearing on the following day, 


by which time he had become hemiplegic and comatose. 
Multiple petechiae then appeared on the abdomen and feet, 
and he died on the tenth day. During the course of this 
illness his cerebrospinal fluid had shown a sterile lympho- 
cytosis. Post-mortem examination showed haemorrhagic 
areas throughout the length of the intestine, in the kidneys, 
and in the liver. Haemorrhagic areas were also present in 
the brain, and the meninges showed congestion. Micro- 
scopical examination of the brain was not carried out. 

In the following year, Nelson (1933) described the case of 
a child aged 3 years who developed a bloody diarrhoea after 
the ingestion of 19 laxative tablets containing phenol- 
phthalein. Two days later the diarrhoea ceased, but he 
became semicomatose and developed a bilateral internal 
Squint and meningism. His urine contained albumin and 
granular casts ; six days later it was normal. His cerebro- 
spinal fluid contained 50 lymphocytes per c.mm. Improve- 
ment was slow, but eventually it was complete. 

In addition to cases in which its ingestion has been fol- 
lowed by toxic effects, many cases have been reported in 
which relatively enormous amounts of phenolphthalein have 
been taken with no untoward effects (Blatt, Steigmann, and 
Dyniewicz, 1943). While it is clear, therefore, that phenol- 
phthalein does not exert a direct toxic action, the well- 
documented reports of skin reactions indicate that it is 
capable of producing a hypersensitivity reaction. If such a 
reaction, were to occur in the brain, the lesions would be 
expected to resemble histologically those which have been 
produced experimentally in animals by the induction of a 
hypersensitive state following the injection of brain tissue. 
Histologically, the appearance in experimentally induced 
encephalitis bear a close resemblance to those seen in human 
cases following the inoculation of varieus biological pro- 
ducts, in acute disseminated encephalomyelitis of apparently 
spontaneous origin, and in the case described above. The 
relationship of the ingestion of phenolphthalein to the sub- 
sequent encephalitis in this case may have been coincidental, 
but the possibility of its being causal cannot be denied. 


Conclusions 

Phenolphthalein has no direct toxic action. 

It can cause an allergic skin reaction in certain in- 
dividuals who show an idiosyncrasy towards it. 

The histological appearances of the brain in the case 
reported are closely similar to those seen in experi- 
mentally induced encephalitis. 

It is possible that in the present case the encephalitic 
reaction may have been due to a hypersensitivity reaction 
to phenotphthalein. 


I am grateful to Dr. N. Trounson for the histological report 
and for many informative discussions. 
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“ After 40 years of teaching medicine to graduates and 
undergraduates I have the unhappy feeling that most of the 
men whom I have watched as undergraduates, interns, resi- 
dents, and graduate students, preparing for a specialty, were 
not interested in becoming learned and widely experienced 
and wise. They were interested in getting a certificate of 
three years’ attendance that would enable them to take an 
examination, which, if passed, would give them a listing as a 
specialist. The less effort used in getting this certificate, the 
better.”—Emeritus Professor WALTER C. ALVAREZ in a letter 
to Science (November 26, p. 896). 
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The ‘Artificial Wrist ’’ (Intentional Pseudoarthrosis 
in Colles’s Fracture) 


Non-union very rarely occurs in Colles’s fracture. Watson- 
Jones (1941) and Hamada (1944) each reported a case. In 
both cases non-union presented a problem for: which a suit- 
able answer had to be sought. In the first case non-union 
occurred after a simple comminuted fracture which could 
not be properly immobilized; the second case was an old 
septic compound fracture. In managing both these cases 
the aim was naturally to establish union (National Research 
Council, 1943). The following case is presented to show 
that non-union is not always an evil, but may, on the 
contrary, be very desirable. 


CasE REPORT 


In 1947 a 28-year-old man, while trying to start a car, held 
the handle with both hands. After a few turns the engine 
started, but he could not take the handle away quickly 





Fic. 1 Fic. 2 


enough. It hit his left hand at the wrist, pushing it dorsally, 
and caused a compound Colles’s fracture, with a wound on 
the flexor surface through which the lower end of the upper 
radial fragment protruded. As a matter of first aid, the 
hand was pulled on to replace the protruding radius. Seven 
hours elapsed before the patient could receive medical treat- 
ment. Infection supervened, and four days later the hand 
and fingers became so swollen that the plaster had to be 
removed. The wrist was incised and splinted, and three 
months later, when I first saw him, the condition was as 
follows : 


The wrist was radially deviated and the lower end of the 
ulna was correspondingly prominent. There were two small 
dorsal longitudinal wounds and a volar transverse one, all 
of which were septic. There was movement at the fracture 
site but no movement at all at the wrist, which was fixed in 
a straight line with the forearm. This was completely fixed 
in pronation, and no rotation at all was possible. Finger 
movements were normal, but the grip was very weak. Radio- 
logical examination showed bony ankylosis of the radio- 
carpal and intercarpal joints and non-union of the fracture. 
The ends of the two fragments were partially sclerosed. A 


small gap was seen in which were a few sequestra. There 
was radial deviation of the lower radial fragment which 
carried with it the wrist and hand. 

Light curettage of the sinuses was carried out to remove 
the sequestra, and after five weeks the infection had sub- 
sided and the wounds were dry. Because the wrist was 
ankylosed by bone in a straight line with the forearm, it 
was decided to encourage non-union of the fracture. Splint- 
ing was discontinued and movements were encouraged. 
Infection did not flare up and non-union became estab- 
lished. To get the maximum dorsiflexion and to facilitate 
rotation of the forearm, the lowermost inch of the ulna 
was removed (Baldwin’s operation). A month later the 
patient went back to work as a laboratory assistant. 

Five years after the injury the hand had not given any 
further trouble, nor did the “ artificial wrist” interfere with 
the patient’s work. There was no pain whatsoever, and the 
grip was quite powerful. About 40 degrees of dorsiflexion 
was present, all at the “artificial wrist” (Figs. 1 and 2). 
Rotation was possible for about 110 degrees, enough to 


allow for all his needs. A. M. SALLAM, M.Ch.Orth. 
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Fibrosarcoma of Bronchus Treated by Pneumonectomy 


Fibrosarcoma arising primarily in the lung is very rare and 
its origin in a bronchus quite exceptional. Ball (1931) 
found only two cases of primary. fibrosarcoma of the lung 
in the literature up to 1931—neither of them bronchogenic. 
Mallory (1936) found one lung fibrosarcoma in 8,000 necrop- 
sies at the Massachusetts General Hospital, but three others 
have since been reported (Massachusetts General Hospital, 
1938a, 1938b, 1945). Ochsner et al. (1947) reported two more, 
but origin from the bronchus was not mentioned in any of 
these. The first case of fibrosarcoma of the bronchus 
described was from the Massachusetts General Hospital 
(1938b), and Pollak er al. (1939) published a further case. 
Pollak et al. found only one previous case of sarcoma of 
the bronchus diagnosed bronchoscopically—a case of 
Herrnheiser quoted by Baum ef al. (1938). 

Baum et al. (1942) treated a case by bronchoscopic removal 
and x-ray therapy, with subsequent fatal recurrence. The 
Massachusetts General Hospital patient died of haemorrhage 
during attempted removal, but the patient of Pollak ef al. 
was well three years after local removal. 

More recently three cases of bronchogenic fibrosarcoma 
have been described. Carswell and Kraeft (1950) found a 
fibrosarcoma of the bronchus in a 29-year-old man whom 
they successfully treated by pneumonectomy in 1948. The 
only follow-up examination described was seven and a half 
months after operation. Black (1950) carried out a pneumon- 
ectomy in 1941 on a 46-year-old woman for a fibrosarcoma 
diagnosed bronchoscopically. The patient remained well 
for nearly six and a half years, then the tumour reappeared 
in the mediastinum with rapid deterioration and death. 
Curry and Fuchs (1950) reported the case of a patient aged 
13 who in 1944 coughed up a tumour which on section was 
shown to be a fibrosarcoma. Bronchoscopic examination 


‘revealed no residual tumour and the patient was well four 


years later. 

It would seem that only five cases of indisputable fibro- 
sarcoma of the bronchus have been described up to date. 
In view of this we feel justified in reporting the following 


case. 
CasE REPORT 


A girl aged 5 was taken ill in December, 1952. She com- 
plained of coryza, and there was pyrexia which failed to 
clear up after six weeks’ treatment at home ; she was then 
admitted to hospital under the care of Dr. White Jones. 
At that time there were physical signs of collapse at the 
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base of the left lung. Aspiration of this area produced 
3 ml. of pus which grew pneumococci on culture. Her 
pyrexia did not clear up on treatment by penicillin, but 
rapidly subsided as soon as streptomycin was given. On 
February 8, 1953, there was a sudden recurrence of the 
pyrexia and the signs of collapse of the left lung reappeared. 
X-ray examination showed total collapse of the left lung, 
and she was referred to the Liverpool Thoracic Surgical 
Centre for bronchoscopy. This was carried out on 
February 12, and a raspberry-like mass of granulation 
tissue was seen blocking the left main bronchus. The 
child’s larynx would not admit a child-sized bronchoscope, 
and so the infants’ bronchoscope had to be used, and this 
would not admit a suitable biopsy forceps. A sucker was 
therefore passed beyond the mass and a good deal of secre- 
tion aspirated. After this the patient’s condition improved 
and x-ray examination on February 17 showed considerable 
clearing, although some opacity persisted at the left base. 
A bronchogram showed a filling defect of the left main 
bronchus with some bronchiectasis. Her general condition 
remained satisfactory. 

On May 18 bronchoscopy was repeated with a suitable- 
sized bronchoscope. The tumour was clearly seen above the 
left upper lobe opening, and after taking a portion for biopsy 
it was found possible to remove most of the tumour with 
the forceps. The biopsy was reported on by Dr. Francis 

‘ Whitwell as follows: “ The tumour is composed of spindle- 
shaped cells arranged in intersecting bundles, which enclose 
some clefts of respiratory epithelium. There is a diffuse 
polymorph infiltration throughout the tumour. Individual 
tumour cells have elliptical fairly regular nuclei and elon- 
gated cytoplasmic processes, and mitoses are present but 
infrequent. This is either a fibroma or a fibrosarcoma, more 
probably the latter though of a low rate of malignancy, and 
it may be a secondary tumour. Further sections will be cut, 
and another report will follow.” The further sections sup- 
ported the previous opinion that this was a slow-growing 
spindle-celled sarcoma. 

On June | a left pneumonectomy was undertaken through 
an intercostal incision. There were large numbers of hilar 
glands, which were removed with the lung, but otherwise 
no difficulty was encountered. A large lung hernia from 
the right side was noted. The patient made a straight- 
forward rapid recovery. 

The report on the removed lung was as follows: “ A small, 
aerated lung (left) with firm interlobar adhesions and a 
thickened pleural membrane. Numerous enlarged lymph 
nodes are present at the hilum around the bronchi. The 
main left bronchus contains a rough plaque, 6 by 3 mm., 
on its lateral wall just above the origin of the upper-lobe 
bronchus. Section through this plaque shows it to be limited 
to the bronchial wall, though an enlarged lymph node is 
adherent to the outer wall of the bronchus at this site. There 
is some bronchiectasis of mild degree in the upper lobe and 
severer changes are present in the lower lobe. Microscopi- 
cally the rough plaque shows the scanty remains of a cellular 
fibromatous tumour which has arisen from the subepithelial 
tissues of the main bronchus, and which is confined to that 
area, with no invasion of lymph nodes.” 


COMMENT 
From the scanty literature available it appears that fibro- 


sarcoma of the bronchus is unlikely to produce distant meta- . 


stases, but is locally invasive and likely to recur if not 
radically removed. Its behaviour may perhaps be compared 
to that of desmoid tumour of the abdominal wall. 

Our patient presented with bronchial obstruction, and the 
most likely diagnosis was thought to be tuberculous media- 
stinal adenitis, with rupture of tuberculous granulation tissue 
into a bronchus. Only by biopsy were we able to arrive at 
the correct diagnosis. It is not unreasonable to suppose that 
this tumour is less rare than the literature suggests. The 
present insistence on diagnostic bronchoscopy is likely to 
lead to the discovery of many cases which previously would 
have been diagnosed clinically as tuberculosis or carcinoma. 


In our case the choice of treatment lay between local 
excision of the tumour with repair of the bronchus and 
radical excision of the whole lung. The conservative opera- 
tion might have been justified in an adult with poor pul- 
monary function, and such an operation has in fact been 
used by one of us in the treatment of adenoma of the 
bronchus in an elderly adult. Recurrence sooner or later 
is, however, the rule, and in a child of 5, who is well able 
to compensate for the loss of one lung, only the radical 
operation could be contemplated. The report on the speci- 
men suggests that cure is likely. 


We gratefully acknowledge the help of Dr. White Jones, who 
collaborated with us throughout in the treatment of this patient, 
and of Dr. Francis Whitwell, who reported on the specimens. 


Lesiie J. TEMPLE, F.R.C.S., 
Consultant Thoracic Surgeon, Liverpool Thoracic Surgical Centre ; 
Research Fellow, Liverpool University. 


CHRISTOS ALIGAZAKIS, M.B., 
Formerly Surgical Registrar, Liverpool Thoracic Surgical Centre. 
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Amer. 


Bilateral Recurrent Bell’s Palsy 


Recurrent facial palsy is uncommon, and more than one 
recurrence is very unusual. Patients who have had three 
attacks are recorded by Huet and Lejonne (1907), Langmead 
(1920-1), Viole (1937), and Stone (1950). The case described 
here has had four clear-cut and well-separated episodes ; 
two on each side. I cannot find any authentic case in the 
literature with as many attacks. 


CASE REPORT 


The patient, a healthy-looking farmer aged 48, attended 
the medical out-patient clinic of the West Cornwall Hospital, 
Penzance, on February 2, 1951. He complained that he was 
unable to move the left side of his face. The attack had 
come on suddenly four days previously and had been pre- 
ceded by three days’ slight ache behind the left ear. He 
also complained of loss of taste. There had been no pain 
in the ear, impairment of hearing, or sore throat.’ In him- 
self he felt very well. There was no family history of facial 
paralysis. 

He gave a previous history of three distinct episodes of 
complete unilateral facial palsy. His first attack, in January, 
1936, had not been preceded by pain, and had been left- 
sided, sudden, and complete, He had lost his sense of taste 
at its onset. Treatment had been by local massage with 
liniment, which he had performed himself. The duration 
of the paralysis had been four weeks. Recovery was 
complete. 

The second attack occurred in January, 1939, and was 
exactly similar in onset, but this time it involved the right 
side of the face. Taste was again impaired. The attack 
was treated in the same fashion, but lasted for eight weeks. 
During the attack his right eye became infected, but this 
soon cleared. Full recovery was made. 

His third attack was in September, 1950; this, like the 
second attack, was right-sided, and taste was again impaired. 
After two weeks he had a course of galvanic current to the 
facial muscles. Improvement apparently ceased after about 
six weeks and recovery was not complete. There was only 
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a slight residual deformity and asymmetry, which was 
scarcely noticeable with the patient’s face in repose. After 
this attack he was found to have infected teeth, and these 
were removed, 

On examination no abnormal findings were found in his 
chest, heart, or abdomen. He had the physical signs of a 
complete left facial palsy, including loss of taste in the 
anterior two-thirds of the left side of the tongue. There 
was no movement in any of the left facial muscles. No 
other abnormal neurological signs were found, and no evi- 
dence of any throat or ear lesion. The latter was confirmed 
by an E.N.T. consultant. All further examination was nega- 
tive and there was no evidence of a focus of infection any- 
where. Recovery began 10 days after his first attendance, 
and after a month he could close his eye, afd all other 
movements had partially returned. He was treated by a 
fortnight’s course of galvanism and then by self-massage 
and exercises. He had a splint provided for the corner of 
his mouth, and this he wore at night. When it was seen that 
recovery was proceeding rapidly no further physiotherapy 
was given and he returned to work. After two months 
recovery was almost complete, and when seen some time 
later there was no weakness at all on the left side, but the 
permanent slight changes on the right were noted. 


COMMENT 


It is interesting to note that three of this patient’s attacks 
occurred in January, though no seasonal incidence has been 
noted in Bell’s palsy. All the four episodes were similar, 
including the impairment of taste in all the attacks. These 
attacks ran very much the same course, and it is of interest 
to note that physiotherapy in the form of galvanism made 
little, if any, difference to the time taken for recovery. In 
fact, the only attack which left any residual deformity was 
one of the two for which he had physiotherapy. It is, in any 
case, doubtful whether electrical stimulation is of value in 
facial palsy. Indeed, Walshe (1947) states that in no case 
can it be said that electrical stimulation of the paralysed 
muscles by galvanism serves any useful purpose. 


My thanks are due to Dr. W. ‘H. St. John Brooks for permis- 
sion to publish this case. 
Gwyn Howe .ts, M.D., M.R.C.P. 
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Extreme Anaemia with Recovery, Associated with 
Pigmentary Changes in the Hair 


This case shows that a haemoglobin level of 0.7 g.% (5% 
Sahli) is compatible with life and moderate activity. 


CASE REPORT 


An aboriginal Malay boy aged about 10 years was found 
in his forest clearing to be suffering from breathlessness on 
exertion, slight cough, dizziness, retrosternal pain, and 
occasional fever, which had all developed over several years. 

Examination revealed the following abnormal physical 
findings: breathlessness on walking, but comfortable at rest ; 
very pale puffy face ; slight oedema of ankles ; white smooth 
tongue and angular stomatitis; hair dry, lustreless, and 


’ rough, with a well-marked brown colour not normally found 


in his tribe ; apex beat in the sixth intercostal space, mid- 
axillary line; harsh systolic murmur particularly at the 
base ; blood pressure 90/40 ; pulse 120; liver palpable three 
fingerbreadths below the costal margin. 

Laboratory investigations on the day of admission 
showed: Marrow, normoblastic; white blood cells, 7,600 
(polymorphs 67%, lymphocytes 31%, eosinophils 1%, normo- 
blasts 1%); serum iron, 85 g.%. Stools contained ova of 


Ancylostoma duodenale, Ascaris lumbricoides, and Trichuris 
trichiura, and 4.3% fat. Occult blood, positive. Blood film 
for malaria, negative. Blood Kahn test, negative. Serum 
bilirubin, 0.4% ; alkaline phosphatase, 11 King—Armstrong 
units. Thymol turbidity, 1.5 units. 

Treatment.—On admission 50 mg. of saccharated iron 
oxide was given intravenously, the amount then being 
increased to 100 mg. daily up to the ninth day; total 
dosage, 950 mg. On the 20th day the patient received tab. 
ferri. sulph., 2 gr. (0.13 g.) three times daily after meals. 
On the 36th and 43rd days he was dewormed, 2 ml. of 
tetrachlorethylene being given on each occasion. 


Table of Progress Findings 
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All blood samples were removed by venepuncture. 


He improved rapidly with treatment; all symptoms and 
signs receded except that the hair remained unchanged and 
the liver was still palpable at one fingerbreadth. 


COMMENT 


In the past few months one of us has seen several’ patients 
with very low haemoglobin values (1.6, 1.95, and eight with 
2.0+2.5 g.%), but we have not seen or heard of a value as 
low as 0.7 g.%. 

Haemoglobin values were estimated by the cyan- 
methaemoglobin method, two tubes being used ; and, while at 
this low range the degree of accuracy is not as good as at 
higher levels, the value for this boy was undoubtedly below 
1 g.%, and a finger could be seen through the column of 
oxalated blood in a test-tube. The rapid rise of haemo- 
globin and packed cell volume and the high reticulocytosis 
indicated full response to the intravenous iron. It will be 
noted that the presence of the hookworms during treatment 
with iron did not hinder blood regeneration, nor was there a 
secondary reticulocytosis following the vermifuge. 

The hair dyspigmentation is interesting in view of a similar 
condition found in kwashiorkor. Brown hair in the. black- 
haired peoples of Malaya is fairly common among the mal- 
nourished, especially children, and in those exposed to sea- 
water and sun. The cause of this pigmentary change has 
not been discovered. In this boy it is unlikely to be due 
to a general protein deficiency, as the plasma protein values 
were not grossly abnormal and neither did they fall with 
the rapid blood regeneration as might occur in a protein- 
deficient patient. Browning of the hair has not been re- 
ported in hookworm infestation in which the possibility of 
dietary disease has been excluded. 

Severe iron-deficiency anaemias in Malaya differ from 
those in the United Kingdom in that koilonychia is ex- 
tremely rare, nor is the Plummer-Vinson syndrome ever 
seen ; but angular stomatitis which heals with iron therapy 
alone is common in the severely anaemic. 


We thank the medical superintendent and staff of the General 
Hospital, Kuala Lumpur, for their help in treating this patient. 


PeTeR TASKER, M.B., B.S., 
Institute for Medical Research, 
Kuala Lumpur. 

IVAN PoLunin, D.M., B.Sc., 


Department of Social Medicine and Public Health, 
University of Malaya. 
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CONGENITAL SYPHILIS 


Congenital Syphilis. By David Nabarro, M.D., F.R.C.P. 
Fp. 470; illustrated. 50s.) London: Edward Arnold Ltd. 
1954. 


Dr. Nabarro needs no introduction ; as physician and patho- 
logist at Great Ormond Street Hospital and as one of the 
original members and a past president of the Medical 
Society for the Study of Venereal Diseases he is well 
known, and few can have had a.wider experience of con- 
genital syphilis than he. Though this disease is on the 
wane in Great Britain, it is still present, and no doubt many 
cases are overlooked; thus the need for a book such as 
this still exists, and this one will surely go down the years 
as a Classic. 

The whole subject is covered more than adequately, and 
there can be few syphilologists who have not something to 
learn from the book. The historical section is of especial 
interest, and more particularly the photographs of eminent 
syphilologists ; it is very pleasing to see that these include 
that “grand old man” of English syphilology, L. W. 
Harrison. 

In addition to the congenital forms, acquired syphilis in 
children is also dealt with, and there are short sections on 
other treponematoses such as bejel, yaws, and njovera. 
The subject-matter is clearly presented, full case notes are 
included, and there is a bibliography at the end of each 
chapter. That much-disputed entity, third - generation 
syphilis, is discussed at length, and*the author considers its 
existence proved; he also tends to follow French opinion 
in attributing all sorts of malformations and dystrophies in 
children to the effects of congenital syphilis. If some of the 
English iapses into the modern sloppy style who shall be the 
first to cast a stone ?, 

The author, the publishers, and the printers are all to be 
congratulated on a first-class production. 

T. E. OsMonpD. 


A SYNOPSIS OF CHEMOTHERAPY 


Antibiotika-Fibel. Indikation und Anwendung der Chemo- 
therapeutika und Antibiotika. By A. M. Walter and L. 
Heilmeyer. (Pp. 813+vii. D.M. 79.) Stuttgart: Georg 
Thieme. 1954. 
The second word in the title—* Antibiotic Primer: Indica- 
tions and Uses of Chemotherapeutic Drugs and Antibiotics ” 
—is a misnomer or evidence of undue modesty. This is 
not a primer, but the most industrious and thorough com- 
pilation on its subject which has yet been packed within a 
single pair of covers. By the use of synopsis form, small 
type, and elaborate diagrams and tables much of the enor- 
mous recent literature on chemotherapy has been condensed 
into a compact and almost inexhaustible source of inform- 
ation. The first part contains chapters on sulphonamides 
and individual antibiotics. These include pharmacological 
data, accounts of toxic effects, and particulars of different 
forms in which each antibiotic is available. The chapters 
on combined treatment and on “ antibiotics of limited range 
of activity” (bacitracin, polymyxin, neomycin, and five 
others) are particularly useful for their clear and detailed 
statements of the indications for treatment of this kind. 
There are elaborate tables showing the range of activity 
of the five principal antibiotics in vitro against 26 species 
of micro-organism. Not all the scattered information on 
which such tables must be based is trustworthy, and a few 
items, notably the classification of Actinomyces israeli as 
resistant to aureomycin, are disputable. 

The clinical section is in two parts, the first on individual 
infections. arranged alphabetically, the second on infections 
of different systems or organs. The former includes exten- 
sive tables giving not only the treatment, if any, but parti- 
culars about aetiology, laboratory diagnosis, and other 
features for virus and protozoal infections and helminth 
infestations. The second consists of 12 chapters, some of 


the main subjects being the treatment of tuberculosis and 
venereal disease, and of infections of the respiratory, gastro- 
intestinal, and urogenital tracts. That on “septic infec- 
tions,” since it has no regional limitations, seems properly 
to belong in the earlier part: it deals with a miscellany of 
conditions and micro-organisms, including among the latter 
unusual or imperfectly studied species about the sensitivity 
of which to antibiotics most people know little or nothing. 
It is one of the merits of this book that it assembles such 
information as there is on these obscure subjects, but it 
will be valued as a work of reference on any aspect of 
chemotherapy. Extensive lists of classified references are 
given for each chapter, among which British and American 
items often outnumber Continental. L. P. Garrop. 


DISEASES OF HAIR AND SCALP 
Affections de la Chevelure et du Cuir Chevelu: Anatomie, 
ae Weg, = “we a tay r ng ys Edited 
by A. Desaux. = * gures. 5,000 fr.) Paris: 
Masson et Cie. 1953. 

This is an authoritative and comprehensive account of the 
diseases of the hair and scalp. The book is divided into 
four sections. The first part is a concise survey of the sub- 
ject, well suited to the student or general practitioner, with 
cross-references to the much fuller account in the third 
section. The second part deals with the anatomy and physio- 
logy of the hair and includes an excellent account of its 
physiochemistry and molecular structure. There is also 
much useful advice on the care of the hair. The final part 
deals with the scalp in infants, and the surgical, legal, and 
psychopathological aspects of the scalp. The latter covers 
a wide field, from mediaeval love philtres to a very Freudian 
interpretation of trichotillomania. Part III is the major sec- 
tion of the book and contains many examples of the acute 
descriptive analysis so characteristic of French dermatology ; 
many readers will be surprised how much there is to know 
about alopecia areata. The section on ringworm contains 
a full account of the morphology of fungi; brief reference 
is made to Emmons’s work, but the classification used is 
essentially that of Sabouraud. Seborrhoeic conditions are 
also dealt with in the orthodox French fashion, and the 
pityrosporon is still given pride of place. Touraine contri- 
butes a masterly account of congenital affections. 

The book is well produced, with excellent illustrations, 
and the bibliography is drawn from world-wide sources, 
though, as usual, Whitfield’s name is wrongly spelt. It 
should be an essential reference-book for all dermatologists, 
though the cost will probably keep it from the general practi- 
tioner’s shelf. F. F. HELIER. 


SEXUAL ADJUSTMENT IN MARRIAGE 


Sexual Adjustment in Marriage. 

(Pp. 310-+-xxxiv: illustrated. 21s.) “London p 4 Wis 

and Unwin, Ltd. 1954. 
Action and reaction are equal and opposite. This is as true 
of psychological states as it is of physics, and no better 
example of this law could be given than the change that 
has taken place in the attitude of Western society to sexu- 
ality. During the latter half of the last century sex was 
considered to be a disreputable topic never to be mentioned 
in polite or even semi-polite society. The literature on 
this subject was meagre in the extreme. Then in the early 
decades of this century Havelock Ellis, Freud, and other 
great pioneers started to shock us all by writing quite openly 
about man’s sexuality ; the reaction against the former atti- 
tude of reticence began, and in due course the intimacies 
of sex became a favoured topic for dinner-table conver- 
sation among the younger generations. The sluice-gates had 
been opened wide, and ever since there has been let loose a 
torrent of literature on sexual education, marriage, sexual 
psychology and physiology, sexual deviations, and on every 
other aspect of a subject that had previously been severely 
left alone. Not content with bringing out only the works 
of British writers on these subjects, publishers have given 
us English editions of successful foreign books on sexual 
topics. 
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Sexual Adjustment in Marriage is an excellent example 
of this from the pen of a well-known Danish writer. His 
book gives us a comprehensive survey of the difficulties 
likely to be encountered by a married couple in the process 
of finding sexual adjustment, and, as the dust-cover points 
out, it “draws fully from a very wide and thoroughly 
grounded experience.” This is undoubtedly true, but, un- 
fortunately for the sales of the book, it is equally true of 
two or three dozen similar works that have appeared in the 
course of the last ten years. The utmost therefore that can 
be said for this new book is that it is well and clearly 
written and that it is one of the many works to be recom- 
mended to those requiring information on this important 


subject. KENNETH WALKER. 


SURGICAL RESEARCH 


Surgical Forum. Proceedings of the Clinical Congress of the 

American College of Surgeons, October, 1953. (Pp. 752; 

illustrated. 50s.) Philadelphia and London: W. B. Saunders 

Company. 1954. 

Surgical research has never been so active as at present. 
Here we have a volume of surgical studies representing 
the work presented at the annual meeting of the American 
College of Surgeons for 1953. It extends over 750 pages 
and contains articles on 148 subjects by as many as 480 
contributors. It is impossible adequately to review such a 
volume within the limited space here allotted, but this we 
can say without fear of contradiction : that every surgeon, 
whatever his special interest, will here find something of 
value bearing on his particular subject. 

Modern surgery depends so much upon a correct ap- 
praisement of the bodily mechanism and functions that 
necessarily a great number of the researches here recorded 
are of a physiological nature. Many of the experiments 
were performed upon dogs or puppies, and the conclusions 
may have to be interpreted with caution as to their applica- 
tion to human beings. The extent and complexity of the 
experimental work upon the heart and lungs strike one 
with astonishment. 

Coming to more common topics, it is startling to learn 
that of the sixteen therapeutic measures used for treating 
haemorrhage fifty years ago only five are still in use, and 
only one method (blood transfusion) has been added; it 
is equally surprising to be told that “ of the twelve measures 
recommended for treatment of shock in 1902 only two are 
used now.” Every experienced surgeon knows that the 
dogmatic views of to-day may be outmoded to-morrow, 
yet it has been known for old and discarded methods to 
come back into use when further knowledge has shown that 
they had a rational foundation. 

This is a book for the research worker and the physio- 
logist, but it should also be available to every practising 
surgeon, who will be able to gather much valuable in- 
formation from its stimulating pages. ZACHARY COPF. 


SURGICAL ANATOMY 


Anatomy for Surgeons—Volume I: The Head and Neck. By 
W. Henry Hollinshead, Ph.D. (Pp. 560; 326 illustrations. 
90s.) London, Toronto, Melbourne, Sydney, and Wellington : 
Cassell and Co., Ltd. 1954. 
One of three volumes devoted to the whole body, this 
volume applies to the anatomy of the head and neck. 
According to the author’s preface it is designed to present 
regional anatomy of particular importance to the surgeon. 
A panel of surgeons have collaborated in an advisory 
capacity. 

The aim of the author, on his own submission, is the 
presentation of practicable anatomy in readable form. This 
he has certainly accomplished, for one can read the text 
throughout easily and with an interest not always easy to 
sustain in textbooks on such a subject. All the illustrations 
are in diagrammatic form, easy to interpret and applying 
valuable information most aptly. Over and above the 
regular anatomical patterns, the more common structural 


anomalies to be encountered in surgical practice are 
afforded adequate reference on a most practical basis. 
Admittedly the terminology is, perhaps, a little hybrid, but 
no confusion is caused owing to the clarity of the text. 

On casual inspection one could gain an impression of 
imbalance by the number of pages devoted to special 
regions ; for instance, over 70 pages are devoted to the 
anatomy of the orbit alone. Nevertheless, no such 
imbalance actually exists; indeed, there is no evidence of 
undue padding, and curtailment would not be possible 
without loss of interest. Consideration of certain details 
of surgical procedures is of added value to the practical 
surgeon. Much information on applied pathology is included, 
as, for example, in the description of the implications of 
fascial planes—a subject often poorly appreciated by many 
students. 

The book is certainly a useful addition to the subject of 
anatomy as the practical surgeon knows it. It can be 
recommended thoroughly to all who wish for a book of 
anatomy both easy to read and illustrated by many simple 
instructive diagrams. H. JACKSON. 


VITAMINS AND MINERALS 


Symposium on Nutrition: The Physiological Role of Certain 
itamins and Trace Elements. Edited by Roger M. Herriott, 
with a foreword by E. V. McCollum. (Pp. 597 -+-xvi. 48s.) 
Baltimore: Johns Hopkins Press. London: Geoffrey 

Cumberlege. 1953. 

Elmer Vernon McCollum, who was born on a farm in 
Kansas in 1879, is one of the world’s most eminent authori- 
ties on nutrition. He was responsible for the first division 
of vitamins into fat-soluble A and water-soluble B, and 
among his other achievements have been the production of 
experimental rickets in the rat, the differentiation of vitamins 
A and D, and the recognition of the nutritional importance 
of traces of manganese. As a fitting climax to his dis- 
tinguished career a symposium was organized in 1951 by his 
colleagues at the Johns Hopkins School of Hygiene and 
Public Health. Those invited to speak included experts 
on all the various fields which had been opened up by 
McCollum’s pioneer investigations. Thus three sessions of 
the symposium were devoted to the fat-soluble vitamins, A, 
D, and E, and a fourth to the mineral constituents of the 
body. 

P. H. Phillips discussed vitamin A in the nutrition of the 
newborn, with emphasis on the mode of transfer from the 
mother to the offspring via the placenta, colostrum, and 
milk. T. Moore dealt with vitamin A in the normal 
individual, mentioning the experiments at Sheffield on 
human vitamin-A deficiency and his own work on the effects 
of sex on vitamin-A metabolism. G. Wald covered vitamin 
A in vision, and claimed that vitamin-A aldehyde must be 
converted to an isomerized form before it can combine with 
opsin to form visual purple. 

C. E. Bills reviewed vitamin. D and related sterols, and 
E. A. Parks the evidence from necropsies that rickets is still 
a common disease in Baltimore. C. G. Mackenzie gave a 
masterly account of muscular dystrophy in experimental 
vitamin-E deficiency, and K. E. Mason was equally instruc- 
tive on vitamin E in early life. P. Gyérgy dealt mainly 
with the importance of vitamin E in resistance to haemo- 
lysis. The pathological effects caused by deficiencies of 
inorganic elements were outlined by J. H. Follis, jun. W. J. 
Darby discussed the significance of trace elements in human 
nutrition, and W. D. McElroy their role in enzyme systems. 

All the speakers tried to match the importance of the 
occasion by introducing the most recent knowledge avail- 
able in their specialized fields, and theories were usually 
expanded at least to the limits of the known facts. Probably 
these factors explain why a delay of over two years before 
publication has done little to detract from the interest and 
importance of the report. It is admirably edited and printed, 
and deserves to be studied carefully by all who are inter- 
ested in the scientific and medical aspects of nutrition. 


T. Moore. 
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RENAL BIOPSY 

Renal biopsy can be performed either through a large 
abdominal incision, when it is then a minor part of 
an extensive procedure such as a sympathectomy, or, 
more simply, by aspiration through a biopsy needle. 
Castleman and Smithwick' examined renal biopsy 
material obtained at sympathectomy from 500 hyper- 
tensive patients. They established that, with the 
exception of chronic pyelonephritis, the small amount 
of tissue removed (2-4 mm.) gave a representative 
picture of any diffuse parenchymatous renal disease 
that might be present. In 100 cases bilateral biopsies 
were done, and the histological appearances were simi- 
lar on the two sides ; in other cases which came to 
necropsy soon after operation there was a close agree- 
ment between the appearances of the biopsy material 
during life and those of the whole kidney after death. 
They graded the severity of the pathological changes 
in the renal vessels into five categories according to 
the classification of Moritz and Oldt,* and reported 
their findings in cases of essential hypertension. The 
first category included only those patients whose renal 
biopsies showed no abnormality. It was found that 
there was a good correlation between the severity of 
renal vascular disease, the retinal appearances, and 
changes in renal function.” The most important find- 
ing was that 45.6% of the 500 hypertensive patients 
had minimal or no structural abnormality of the rena! 
arteries, from which it was concluded that “ hyperten- 
sion frequently occurs in man without evidence of 
renal vascular disease or with insufficient evidence 
to explain the elevated blood pressure. Therefore 
some other, functional factor or factors that are pri- 
marily responsible for the hypertensive state and pre- 
cede the apvearances of renwal vascular disease exist 
in many cases.” These conclusions were in keeping 
with the observations of others‘ that the renal blood 
flow in many cases of hypertension is within normal 
limits, and supported the view that essential hyper- 
Ea ay ae 

‘ Corcoran, A.C, ef al, Ann. intern: Med-, 1848, $8, S60. 

«Friedman, Mc. er als Amen J. Physiol. 1941194, 498° 

7 Hawthorne, E. W., ef al., ibid., 1953, 174, 393. 

Brit, Heart J, 1984, 16, 133, 

uP Physiol. 1984, 423, Ii 


12 Kark, R. M., and Muehrcke, R. C., Lancet, 1954, 1, 1047. 
18 Bjorneboe, M., et al., J. clin. Invest., 1952, 31, 727. 
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tension is not due primarily to renal ischaemia. It 
must be pointed out, however, that this does not 
exclude the possibility that an abnormality of renal 
haemodynamics is concerned in the maintenance of 
hypertension, for it has been shown that experimental 
renal hypertension (following renal artery constric- 
tion) can be produced when only the renal artery 
pulse pressure is lowered, the renal dlood flow and 
mean renal arterial pressure remaining unchanged.*”’ 
Castleman and Smithwick made two other interest- 
ing Observations. Fourteen of their first hundred — 
patients* had grade IV retinal changes, with papill- 
oedema and retinal haemorrhages, yet none had 
necrotizing arteriolitis of the renal vessels. And in 
one patient the irreversibility of structural damage 
was demonstrated when a second renal biopsy showed 
no appreciable change, though taken a year after the 
blood pressure had been reduced by sympathectomy. 
In a recent paper Heptinstall* reports the results of 
renal biopsy from another series of 50 hypertensive 
patients undergoing sympathectomy. Thirty biopsies 
showed only slight vascular changes, confirming the 
findings and conclusions of the previous workers, that 
hypertension precedes structural vascular changes in 
cases of essential hypertension. In contradistinction 
to the findings of Castleman and Smithwick,’ how- 
ever, thirteen patients with necrosis of retinal arteries 
had necrotizing arteriolitis of the renal vessels. 
Finally, Heptinstall states that following a sympath- 
ectomy it is possible to “ obtain as great a reduction 
of blood pressure in some cases showing advanced 
vascular changes as in the less severely affected 
group.” It is clear, therefore, that apart from re- 
search purposes the value of renal biopsy taken during 
sympathectomy is mainly to establish whether or not 
there is a primary renal cause for the hypertension.., 
Aspiration biopsy of the kidney was first performed 
by Iversen and Brun; in 1951 they published some of 
the findings in their first 80 biopsies.'° Under local 
anaesthesia they inserted a biopsy needle (1.9 mm. 
outside diameter) through the right renal angle, 
having first performed intravenous pyelography 
and examined antero-posterior and lateral views. 
At first, because of the difficulty of knowing 
when the needle was in the kidney, about half 
the attempts were unsuccessful; but, as the intra- 
renal pressure is much higher than that of the 
surrounding tissues, it has recently been possible 
to establish the whereabouts of the needle more 
precisely by joining it to a capacitance manometer, 
in a manner similar to that used by Miles and 
de Wardener'' to measure the intrarenal pressure in 
animals. This is a relatively complicated manceuvre, 
however, and a recent report by Kark and Muehrcke”” 
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suggests that it may not be necessary. They state that 
by simply inserting the biopsy needle with the patient 
in the prone position they obtained renal tissue 48 
times in the first 50 attempts, the location of the needle 
in the kidney being evident when that portion of it 
outside the skin swung through a wide arc with deep 
respirations. 

Apart from some mild loin pain occasionally, 
the only complication has been haematuria for six 
to twelve hours, which in many instances could 
be detected only microscopically. The histologi- 
cal appearances in normal kidneys are particu- 
larly interesting, for they differ from those found in 
kidneys which have undergone post-mortem change. 
The convoluted,tubules have large lumina and appear 
dilated, especially when the rate of urine flow is low. 
With increasing urine flow the lumina of the proximal 
tubules are narrowed. Frequently the capillary coils 
of the glomeruli contain no blood, and precipitated 
material resembling protein is occasionally found in 
the capsular spaces, even in patients without 
proteinuria. 

Some observations in patients suffering from renal 
disease have also been of great interest. Two cases 
of renal calcification were found to have similar 
degrees of renal functional impairment.'* One, how- 
ever, had relatively severe histological changes, includ- 
ing hyalinization of many glomeruli, while the other 
had changes which were much less conspicuous. After 
successfully treating the cause of the high urinary 
calcium excretion, the patient with severe structural 
changes had no recovery of renal function whereas 
the other patient improved considerably. In another 
patient, who clinically appeared to be suffering from 
tubular necrosis following an abortion, the biopsy 
taken on the day the patient passed only 70 ml. of 
urine showed no areas of tubular necrosis. The only 
abnormality was cellular infiltration in several areas 
with lymphocytes and histiocytes, and numerous haem 
casts in the distal convoluted tubules. This patient 
made a good recovery. These examples show the 
possible value of renal biopsy in prognosis, but if this 
procedure is to become established it will have to be 
as a diagnostic help. For instance, in a patient suffer- 
ing from chronic pulmonary tuberculosis and renal 
symptoms, a decision on further operative treatment 
would be made with much greater confidence if the 
renal lesion could be shown to be incontrovertibly due 
to renal amyloidosis as opposed to chronic nephritis. 
It should also make possible a firm diagnosis of the 
cause of a nephrotic syndrome and be of use in a case 
of suspected polyarteritis nodosa. This is a tech- 
nique which has only recently been used in Britain, 
and reports on its usefulness are awaited. 


CHANGING IDEAS IN INFANT FEEDING 


The outstanding success of self-demand feeding for 
infants has become increasingly apparent during the 
last decade, and it has stimulated paediatricians to 
review the practices of the past, challenge some of 
the ideas which still survive in the present, and plan 
for the future. A comprehensive history by Wickes 
of infant feeding’ reveals the origin of much of the 
folk-lore that has surrounded the subject for hun- 
dreds of years, and describes its gradual substitution 
by a more scientific approach since the first chemical 
analysis of milk at the end of the eighteenth century. 
This process is still evolving, and the more senior 
paediatricians can look back over a lifetime of great 
change in the concepts of infant feeding.* Professor 
Alton Goldbloom, in this year’s Windermere lecture,’ 
has underlined these changes with interesting per- 
sonal reminiscences of the first two decades of this 
century. He has described the great importance 
that was then attached to the capacity of the infant’s 
stomach. Post-mortem measurements of the in- 
elastic viscus revealed that the capacity could be 
calculated from the formula “age in months +1.” 
Evidently no one stopped to think what might happen 
if a 2-months-old baby with a 3-oz. (85-ml.) stomach 
took a 5-oz. (140-g.) feed, until the invention of test 
feeding showed this to be a frequent occurrence. 
Too often, however, the baby was prevented from 
doing so for fear of overfeeding, and his hungry cries 
were attributed to colic (as they still sometimes are), 
which in turn was put down to some form of 
dyspepsia. This led to rigid control of the com- 
position, as well as the quantity, of the feeds. Rotch 
believed that an alteration of as little as 0.1% in any 
one constituent might lead to serious indigestion. 
This was the era of stool-gazing, when students were 
taught so much about the dietary significance of the 
motions that it was scarcely required that the infant 
himself should be examined. Indeed, the chief’s 
ward rounds were little more than stool rounds. 
Although protein, fat, and carbohydrate dyspepsia 
have now been discounted, a lingering belief in their 
importance -is reflected in the number of different 
formulae for dried milks on the market. One firm 
produces no fewer than 14 different mixtures and two 
special kinds of sugar. Since there are also at least 
six popular brands to choose from, the inexperienced 


1 Wickes, I. G., Arch. Dis. Childh., 1953, 28, 151, 232, 332, 416, 495. 
2 Vining, C. W., Lancet, 1952, 2, 99. 

3 Arch. Dis. Childh., 1954, 29, 385. 

4 Wickes, I. G., ibid., 1952, 27, 449. 

5 Illingworth, R. S., and Stone, D. G. H., Lancet, 1952, 1, 683. 

¢ _. and Kilpatrick, B., Lancet, 1953, 2, 1175. 

7 _. and Barlow, J., Arch. Dis. Childh., 1954, 29, 422. 

8 ___ jbid., 1954, 29, 165. 

® Wickes, I. G., British Medical Journal, 1952, 2, 1178. 
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is often tempted to change the feed rather than make 
a diagnosis when difficulties arise. These complica- 
tions are irrelevant for the healthy baby, and there 
are better ways of treating the sick. Nor is it likely, 
or demonstrable, that babies can tell the difference 
between spray and roller-dried milks. The field has 
thus narrowed down to three simple principles of 
infant feedirig—adequacy, sterility, and accessory 
factors. 

But many persisting traditions and prejudices still 
require to be reviewed. The famous formula (24 oz. 
per lb. expected body wt. (155 g. per kg.) per 24 
hr.) has now been challenged.‘ It ordains that the 
volume of milk offered to a baby should increase in 
parallel with the permitted gain in weight (1 oz. (28 g.) 
daily), but closer inspection reveals how unsound is 
this neat arrangement. In real life small lively 
babies with a surface area large in proportion to their 
bulk require relatively more food to grow at their 
optimal rate, which, furthermore, tends to be greatest 
in the first two to three months of life (the stoking- 
up period), when it may exceed 2 oz. (56 g.) daily. 
Hence their requisite intake at this time may reach 
4-5 oz. per lb. (250-300 g. per kg.) im some cases. 
The prevalence of underfeeding is partly due to a 
failure to recognize this period of rapid growth, and 
partly to the increasing shortage of breast milk ; it 
is in this latter sphere that so much more work 
requires to be done. Gradually the older concepts are 
being reviewed: that frequent suckling in the neo- 
natal period leads to a higher incidence of cracked 
nipples has been successfully challenged® ; that extra 
fluids by mouth lead to extra milk production has 
been refuted by a controlled experiment ; that com- 
plementary feeds should be given by the time- 
consuming spoon instead of the bottle lest the baby 
be enticed away from the breast for ever, has been 
proved to be untrue’ ; and that overfeeding is com- 
mon and dangerous has now been pronounced a 
harmful myth.** Even so the instructions on the 
tins of dried milk are not liberal enough, and it is 
time that they were brought up to date ; and paediatric 
textbooks still carry dead wood that could be cut off 
with advantage to both students and infants. The 
clearing away of these mistaken traditions makes 
easier the task of helping mothers to overcome lacta- 
tion failure. How frequent this is, and some of its 
Causes, are discussed by Dr. F. E. Hytten at p. 1447 
of the Journal this week. He finds that about a third 
of mothers have an inadequate capacity for lactation, 
the quantity of milk falling off quite steeply with age 
of mother. With such problems already before him, 
the doctor’s round is made needlessly difficult by the 
perpetuation of old wives’ tales. 


TRILENE IN DOMICILIARY MIDWIFERY 


In 1948 the Royal College of Obstetricians and 
Gynaecologists reluctantly decided not to recom- 
mend the use of “trilene” in domiciliary midwifery 
by unsupervised midwives owing to the limitations of 
the administering apparatus. The College advised 
that if it were possible to design an apparatus which 
could be relied upon to give a consistent performance, 
then the suitability of trilene for general use as an ob- 
stetric analgesic might be reconsidered. The Working 
Party on Midwives joined in this hope, and in response 
to requests by these bodies the Medical Research 
Council appointed a committee in March, 1949, “ To 
advise and assist in promoting research on the possi- 
bility of devising improved or new methods of 
producing analgesia, suitable for use by midwives.” 
This committee has now published its report." 

The work of the committee was divided into three 
stages: during the first it decided upon a standard 
specification with which all inhalers should be 
required to comply ; the second stage was devoted to 
the design and carrying into operation of field or 
“user” trials both in hospital and domiciliary prac- 
tice ; and in the third stage the results were assessed 
and certain recommendations made. The final speci- 
fication, given in appendix 1 of the report, named the 
concentration of trilene which inhalers were required 
to deliver as 0.5% per volume of air, with a permis- 
sible variation of +20% per volume of air, and a 
weaker concentration of 0.35% per volume. The 
committee also laid down strict standards of perfor- 
mance to ensure the prescribed concentration under 
all working conditions, particularly in regard to 
variations in the depth and rate of respiration and to 
differences in environmental temperature. These 
variations were certainly made very wide indeed, since 
the trilene concentration had to remain within the pre- 
scribed limits of 55—95° F. (13—35° C.) with a variable 
respiration rate of 12 to 30 per minute, a tidal volume 
of 250 to 1,000 ml., and a minute volume of from 
7 to 20 litres. With a keen eye to the hard travelling 
conditions of many of these inhalers in the future, the 
committee also required these standards to be main- 
tained after shaking and inversion of the apparatus, 
and the leakage of liquid trilene had to be made 
impossible. After preliminary testing of prototypes, 
three kinds of inhaler were chosen for practical trial. 
Twenty models of each type were ordered, and unex- 
pectedly a high proportion of those delivered did not 
conform with the specification when tested in the 
laboratory. These were modified and retested before 





1 The Use of Trilene by Midwives, Medical Research Council Memorandum, 
No. 30, 1954, H.M.S.O., London. Price 2s. net. 
2 British Medical Journal, 1954, 1, 329. 
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issue for trial, which began in November, 1952, and 
continued up to June, 1953. The numbers of inhalers 
actually used were type A 22, type B 22, and type C 7. 
At the end of the trial the inhalers were again tested, 
and, while slight variations of trilene concentration 
had occurred, none was outside the specification limits. 
All three types worked satisfactorily, and none was 
specially preferred to the others. 

The inhalers were tested in urban and rural mid- 
wifery practices in various parts of the country, as 
well as in hospitals, and the results were judged on 
the records of 772 domiciliary and 1,328 hospital con- 
finements. The trial included the use of the following 
analgesics : gas and air alone, gas and air with pethi- 
dine, trilene alone, and trilene with pethidine. The 
duration of the first and second stages of labour and 
the effect of the analgesics were recorded by the doctor 
or midwife in attendance. The mother’s memory of 
labour was also noted as well as her assessment of 
analgesia and comparison with previous labours. The 
condition of the baby was recorded in each case, 
and particulars were given of stillbirths or neonatal 
deaths. - 

In comparing the effects of the various analgesics the 
committee took into account the age and parity of 
the patients, and made a careful assessment of the 
safety and analgesic value of trilene alone and in com- 
bination with pethidine. The report states that “ there 
are more blue and pale babies after trilene than after 
gas and air, a marked excess after pethidine, and the 
highest proportions of all after trilene and pethidine 
combined.” However, the local health authorities 
concerned in the trial all reported that the domiciliary 
midwives using trilene had preferred it to other anal- 
gesics and had experienced no difficulties with it. 
There was some disappointment that the inhalers were 
so bulky, though they were lighter than gas-and-air 
apparatus. With further manufacturing experience it 
may be expected that more easily handled inhalers will 
be forthcoming. 

The report reaches the following important con- 
clusions : ; 

“It seems clear from these results that neither trilene 
nor pethidine is without potential dangers when com- 
pared with gas and air alone and that the dubious effects 
are more marked when the two are used in combination. 
. . . Nevertheless, in the present investigation these 
potential dangers have not been translated into still- 
births, infant deaths within 24 hours, or an increased 
tendency to maternal inertia or haemorrhage.... Trilene 
is a more effective analgesic than gas and air, though not 
very strikingly so. The amnesic effect of trilene is 
appreciably greater than that of gas and air.” 


As a result of these conclusions the committee 
recommends that “midwives, acting in their own 


responsibility after adequate instruction, be permitted 
to administer trilene with inhalers conforming to the 
specification.” ~ Strict adherence to the specification 
laid down for the inhalers is essential, for the results in 
this trial were true for 0.5% concentration, with a per- 
missible variation of +20%, but there is no justifica- 
tion at all for believing that higher concentrations of 
trilene would be reasonably safe. Fatal cardiac arrest 
in anoxic patients has been reported when the 
trilene concentration has been above 0.5%. And it 
should be remembered that all the recorded 
fatalities have occurred in the presence of a qualified 
doctor. 

The inhalers used in this trial stood up well to use 
and were found to be still accurate on laboratory test- 
ing at the end. Each of the three types had one factor 
in common, the presence of a thermostat to maintain 
trilene concentration in varying room, temperatures. 
Thermostats are now commonly used in scientific and 
domestic apparatus of many kinds, and it is well 
known that they often fail to maintain their accuracy. 
The present report would have been of additional 
value if some comment could have been made on the 
design of the Burns inhaler, which does not require 
a thermostat. This inhaler was recently described in 
this Journal,’ and it has been under continuous trial 
for the past nine months in the obstetric department of 
Guy’s Hospital. The principle of the Burns inhaler is 
the delivery of a fixed amount of liquid trilene into 
every litre of air reaching the patient by the construc- 
tion of a carburettor and a Venturi tube. No thermo- 
stat is therefore necessary, which is a decided advan- 
tage in so far as safety and practical usefulness are 
concerned. Despite this omission, however, the report 
contains much valuable information and should be 
read by general practitioners interested in midwifery, 
and by obstetricians, anaesthetists, midwives, and the 
medical officers of local health authorities. The 
Minister of Health has already announced in Parlia- 
ment that the Central Midwives Board has accepted 
the recommendation that midwives on their own 
responsibility, after adequate instruction, will be per- 
mitted to administer trilene with inhalers conforming 
to the approved pattern. The new rules of tic Central 
Midwives Board will come into effect on January 1, 
1955, and one of the rules will make it an offence to 
use a trilene inhaler which does not bear the C.M.B. 
certificate. Further, the inhalers will have to be recerti- 
fied every six months. The Board has also included 
in its syllabus of lectures a warning against the possible 
ill effects of combining trilene or gas and air with 
pethidine. These are all sensible and necessary pre- 
cautions to take with a potentially toxic drug such as 
trilene. 
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ANAEMIA OF THE NEWBORN FOLLOWING 
CAESAREAN SECTION 


The active treatment of placenta praevia has in recent 
years been simplified into the alternatives of simple rup- 
ture of the membranes or caesarean section. One of the 
resultant benefits has been a lowering of the foetal mor- 
tality, although prematurity, asphyxia, and congenital 
deformity still exact some toll. When delivery is effected 
by the abdominal route there is a further possible hazard 
for the baby, and on page 1455 of the Journal this 
week Drs. N. R. Butler and J. D. Martin describe five 
cases of anaemia of the newborn occurring among seven 
cases of lower-segment section for anterior placenta 
praevia. The risk of foetal blood loss from placental 
incision was first noted some seventy years ago in rela- 
tion to the classical operation, but since the lower seg- 
ment has become the standard approach incision of the 
placenta is unlikely except where there is an anterior 
placenta praevia. Not only the placenta but the cord 
may be damaged in this way’ at abdominal section, 
while vaginal delivery does not eliminate the possi- 


bility of foetal haemorrhage in the presence of placenta . 


praevia, vasa praevia, velamentous insertion of the 
cord, or abruptio placentae.* Butler and Martin might 
therefore consider it fortunate that post-haemorrhagic 
anaemia of the newborn was not found in any of their 
seven cases of placenta praevia delivered vaginally. 

In four of their five cases Butler and Martin found 
that the haemoglobin level in the cord blood at birth and 
that in the peripheral blood in the first twenty-four hours 
were below normal. In the fifth case the haemoglobin in 
the cord blood was misleadingly high owing to the lack of 
haemodilution, but clinically this baby was the most 
severely affected and required urgent transfusion. The 
necessity on occasion for serial haemoglobin estimations 
is thus made plain. On the other hand Neligan and 
Russell,* from a detailed study of this same condition, 
conclude that clinical assessment of the baby alone is 
inadequate, especially when, as often, anaemia must be 
distinguished from pure anoxia. They base their assess- 
ment on three points. The first is the time elapsing at 
section between the placenta being encountered and the 
cord being clamped, and the second is careful inspection 
of the placenta, umbilical vessels and tributaries, and 
membranes. If the time interval is more than half a 
minute, or if there is visible damage to the foetal circula- 
tion, or both, they believe there is a real risk that the 
baby has lost sufficient blood to require a transfusion, 
and a third investigation must then be made. This last 
is based on their view that the haemoglobin level in skin- 
prick blood from the baby’s heel provides a reasonably 
reliable criterion of blood loss. It is assumed that if 
haemolytic disease is excluded by a Coombs test a baby 
whose skin-prick haemoglobin level falls below 90% 
(13.3 g. per 100 ml.) in the first twenty-four hours of 


» Macafee, C. H. G., J. Obstet. Gynaec. Brit. Emp., 1945, §2, 313. 

® Wickster, G. Z., Amer. J. Obstet. Gynec., 1952, 63, 524. 

3 J. Obstet. Gynaec. Brit. Emp., 1954, 61, 206. 

* Marshall, C. M., Caesarean Section: the Lower Segment Operation, 1939, 
Bristol. 

5 Reid, F., Proc. roy. Soc. Med., 1951, 44, 703. 

* Whitehead, A. S., Brit. J. Radiol., 1953, 26, 401. 

? Bender, S., Surg. Gynec. Obstet., 1954, 98, 625. 
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life requires a transfusion. Further, if this indication 
arises within three hours of delivery, transfusion is 
urgently required, and can be given by polythene 
catheter through the umbilical vein. 

* The chance of a placenta praevia involving the anterior 
uterine wall and thus being liable to damage by a lower 
segment incision is somewhere between 30 and 45%,°** 
and probably somewhat higher if the patient has previ- 
ously had caesarean section.’ This has been used as 
an argument in favour of the classical operation for 
placenta praevia, but not only are the maternal hazards 
increased thereby, but the risk of foetal haemorrhage 
would not be avoided in the many cases in which the 
placenta involves the upper as well as the lower seg- 
ment of the anterior uterine wall. The best approach 
to the problem, as has been suggested in several papers, 
is to make a small incision in the lower segment and 
extend it digitally on either side, pass the hand upwards 
between uterus and placenta until the sac of membranes 
is reached and ruptured, deliver the baby’s head quickly, 
and then clamp the cord with all speed. The condition 
of the baby can then be assessed, and a transfusion, 
already prepared for, given if necessary. 





RESEARCH IN ISRAEL 


An exhibition of more than 2,000 reprints of papers by 
Israeli scientists which have been published in scientific 
journals all over the world and cover the work of seven 
years was opened at the Israeli Consulate in London on 
December 7. Sir Robert Robinson, F.R.S., presided 
over the ceremony, which was attended by the 
Israeli Ambassador, and at which two other Fellows 
of the Royal Society, Sir Francis Simon and Sir 
Ben Lockspeiser, also spoke. The papers emanate 
mainly from three institutions of learning and 
research in Israel—the Hebrew University in Jerusalem, 
with the Hadassah Medical School as one of its 
faculties, the Israel Institute of Technology, and 
the Weizmann Institute of Science. The largest section 
of the exhibition, which closes on December 21, covers 
medicine in all its branches. There are over 100 papers 
in general medicine, 80 in clinical chemistry and haema- 
tology, and 80 in parasitology. The field which seems 
to have attracted the greatest number of research students 
is medical microbiology ; these papers include several 
studies of the enteric pathogens (typhoid and dysentery). 
The State of Israel during its five years of existence has 
encountered some special problems, particularly those 
arising from mass immigration. The immigrants, some- 
times comprising whole communities, came from many 
countries in three continents, with widely different back- 
grounds of civilization, and, being a rapid and non-selec- 
tive immigration, it brought with it the peril of new 
diseases. Among the imported diseases, previously not 
encountered in the area, have been schistosomiasis, 
poliomyelitis, and dracontiasis. The varied background 
of the immigrants created special problems in the plan- 
ning of preventive health measures, and these also are 
reflected in the literature, as, for example, a study of 
public health and social welfare in an immigrant camp, 
a study of infectious hepatitis among civilians, and 
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another of hygiene, education, and nutrition among 
Kurdish, Persian, and Ashkenazic Jews in Jerusalem. 
The papers have. been brought together and exhibited 
in London in the hope that collaboration between Israeli 
scientists and research workers in related fields in all 
parts of the world may be stimulated. It should be 
added that, although medicine accounts for 1,111 of the 
2,312 papers, there is much work in other fields, such as 
agriculture, engineering, and the natural sciences. The 
first President of Israel, Dr. Weizmann, who was himself 
a distinguished scientist, would have been proud to have 
seen this result of the new enthusiasms engendered by 
the fulfilment of racial aspirations. 





TREATMENT OF KELOIDS 


The treatment of keloids and keloidal scars is an 
unsatisfactory business. Keloids themselves are curiously 
unpredictable, and apart from racial predisposition very 
little is known of the factors which give rise to them. 
Often they develop where they are least expected and, 
on the other hand, fail to appear on superficial lesions 
where they seem almost certain to occur. Their sub- 
sequent behaviour is also difficult to forecast, and here 
a diagnostic difficulty creeps in. Trusler and Bauer! 
express the view that continuous growth and invasion 
of normal tissues are the features which distinguish true 
keloids from hypertrophic scars. This view is generally 
accepted, and in many cases it is only after a period of 
some months’ observation that the distinction can be 
made. 

It seems likely that some of the favourable results 
of treatment recorded have included hypertrophic scars 
which, even if left alone, would gradually have flattened 
down and become soft, featureless scars. For this reason 
it is. a good plan in most cases to watch the suspected 
keloid for a few months, preferably with a photographic 
record, before deciding upon treatment. If the lesion 
is not growing either in surface area or in thickness it 
may safely be left alone for the present and may well 
disappear spontaneously. 

For the true keloid it is generally agreed that the best 
treatment consists in a combination of surgical excision 
and radiotherapy. As to the precise method, opinions 
differ. Levitt and Gillies? recorded good results from a 
single dose of superficial x-rays followed by surgical 
excision and then a further x-ray exposure. Other radio- 
therapists favour multiple smaller doses before and after 
excision or only after excision. Among the population of 
the United Kingdom these methods give fairly good 
results, though some recurrences are probably inevitable. 
In a mixed population where there is a negro element 
the racial factor makes the keloid problem much more 
difficult, and among the coloured people no method gives 
thoroughly satisfactory results. 

Cornbleet® has recently reported a method by which 
keloids are first treated by infiltration with hyaluronidase. 





1 Arch. Surg., Chicago, 1948, §7, 539. 
* Lancet, 1942, 1, 440. 

* J. Amer. med. Ass., 1954, 164, 1161. 
* Amer. J. Surg., 1943, 62, 348. 

5 New Engl. J. Med., 1942, 226, 883. 


This brings about a softening and shrinkage of the keloid ; 
after eight to twelve injections it is treated by surgical 
excision and fractional radiotherapy. The rationale of 
this treatment is that hyaluronidase brings about depoly- 
merization of the hyaluronic acid in the ground substance 
of the keloid. It has been shown that the non-fibrillar 
ground substance of normal skin contains large amounts 
of hyaluronic acid and chondroitin sulphuric acid. It is 
an amorphous jelly-like substance which liquefies when 
treated with hyaluronidase, rendering the fibrous tissue 
of the dermis softer and more permeable, an action 
which has been used with some success in assisting the 
spread and absorption of subcutaneous infusions. It 
seems likely that collagen fibrils are formed from ground 
substance, and that when this is increased excessive 
deposition of collagen is likely to result. Perhaps, there- 
fore, removal of hyaluronic acid by hyaluronidase is 
sufficient to arrest the formation of fibrous tissue. This 
is not to say that hyaluronidase will soften or dissolve 
collagen which has already formed, but a softening of 
the tumour mass may well result from the removal or 
liquefaction of a considerable quantity of ground 
substance. 

This method of treatment is rather reminiscent of the 
infiltration with liver extract which was reported by 
Marshall and Rosenthal‘ as producing reduction in size 
of keloids. These authors considered that the action of 
the extract was to reduce blood supply to the keloid by 
producing a local vasoconstriction. However, hyal- 
uronidase is to be found in many animal tissues and their 
liver extracts may have contained this enzyme. It does 
seem, nevertheless, that reduction in blood supply may 
make a considerable difference to the development of 
keloid. Nason® was able to prevent recurrence of keloids 
after excision by the simple effect of pressure, the result 


_ of which presumably was to reduce vascularity. 


MEDICAL EDUCATION IN THE WEST INDIES 


Earlier this week the senate of the University of London 
formally approved the conferment of M.B., B.S. degrees 
on thirteen students of the University College of the 
West Indies who passed their final examinations last 
October. This university was founded in 1946 and incor- 
porated by Royal Charter in 1949, and the first students 
entered the faculty of medicine in 1948. Four years 
later the University College Hospital at Mona, Kingston, 
opened for the admission of patients, and at the begin- 
ning of this year 35 medical students were receiving their 
clinical training there. Most of the students who have 
now graduated will serve their pre-registration year at the 
University College Hospital. There are other growing 
colonial universities whose students can graduate in 
medicine at London University, but they still have to take 
part of their training in approved institutions in the 
United Kingdom. This is the first time that any students 
trained wholly outside Britain have obtained a medical 
degree of the University of London, and marks a new 
stage in the progress of medical education in the 
Colonies. 
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THE DUTIES OF A DOCTOR AS A 
CITIZEN* 


BY 


E. C. DAWSON, M.R.C.S. 


The concept of the preservation of secrecy between 
doctor and patient is something that is accepted as a 
matter of course and is a basic factor in the doctor- 
patient relationship. The concept dates back to the 
teachings of Hippocrates, and is as much alive to-day in 
the minds both of doctors and of patients as ever before, 
even in the face of the massive interchange of confiden- 
tial medical information that passes to and fro in the 
Welfare State. 

In the course of his work the doctor daily learns 
from his patients much of their personal contacts and 
dealings with other people which help to build up the 
environment of their existence and about which he is 
often able to give helpful advice. 

The occasion may arise when the patient's relationship 
with others may be such as to expose them to harm or 
danger. The duty of the doctor in such a case is to con- 
demn the relationship and to use all his power to per- 
suade the patient from taking any steps likely to harm 
other people. Such action on the doctor’s part is usually 
successful. The patient, however, may stubbornly refuse 
to follow this advice, and he makes it quite clear that, in 
order to soften his own position, he intends to harden 
it for others to the extent of committing fraud or crime 
or of endangering life or health. The ordinary citizen 
placed in such a position would have a clear duty to take 
steps to prevent the commission of crime or to see that 
the offender was apprehended for punishment or the 
prevention of further.crime. The doctor who learns of 
the circumstances through professional relationship is 


under an obligation of secrecy to remain silent, yet his . 


moral inclinations and duty as a citizen urge him to do 
all in his power to prevent harm to others. His duty 
as a doctor is in direct conflict with his duty as a 
citizen. 


The object of this paper is to examine the teachings 
of authority, the position in law, and the moral aspects 
involved in such circumstances and to analyse the replies 
to four specific questions bearing on the subject from 
representative groups of doctors and laymen. 

In looking for guidance on the matter of professional 
secrecy, I propose to examine in turn any obligations of 
secrecy that doctors may have contracted, the require- 
ments of the professional disciplinary body the General 
Medical Council, current medical policy as defined by 
the British Medical Association, and the position of the 
doctor in relation to the law. 


Contracts of Professional Secrecy 


The Hippocratic Oath’ was originally an indenture bind- 


ing the pupil to his master, and is thought to have been 


propounded about 400 B.c. The original version of the oath 
is lost, and the form now commonly accepted is a transla- 
tion from a French version by Peter Lowe about the year 
1599. The following passage is an extract from the oath: 
“Whatsoever in the course of practice I see or hear (or 
‘ _ address to the Derby Medical Society, December 





outside my practice in social intercourse) that ought not to 
be published abroad, I will not divulge, but consider such 
things to be holy secrets.” 

In considering medical teaching of 2,000 years ago, a first 
thought must be whether it is out of date. A look at 
another passage in the oath which says, “I will impart a 
knowledge of the art to my own sons and to those of my 
teachers . . . but to none others,” shows that at least some 
part of the oath is outdated. The ancient civilizations of 
Rome and Athens were of a different order from that of 
modern times, yet the spirit of the oath still lives, and to-day 
must be regarded not as a binding oath—for indeed I can 
find no evidence of any doctors having been formally bound 
by the oath—but as a teaching long accepted and retained 
by tradition and as a foundation on which modern medical 
ethics have been patterned. 


Oath on Graduation 


The Belfast and Scottish Universities at graduation cere- 
monies call upon their graduates to acknowledge the Sponsio 
Academica. This is a formal promise or declaration first 
introduced by Edinburgh University in 1803. It is a declar- 
ation obviously patterned on the Hippocratic Oath, and has 
changed its form of words through the years, evidently to 
suit the changing conceptions of the times. Briefly it calls 
for loyalty to the university, a high standard of medical 
practice, and ends with these words : “ That, whatever things 
seen or heard in the course of medical practice that ought 
not to be spoken of, I will not, save for weighty reason, 
divulge.” It will be noted that the rule of medical secrecy 
allows exception if justified by “ weighty reason.” 

An inquiry into the customs of a sample dozen English 
universities. and colleges reveals that no oath or vow of 
professional conduct is called for from medical graduates 
with two exceptions. Birmingham University invites its 
newly qualified graduates voluntarily to sign a register 
acknowledging the Declaration of Geneva (see below), an 
invitation accepted by the vast majority of graduates. The 
Royal College of Surgeons requires its members to sign a 
declaration which imposes, in effect, honourable behaviour 
and loyalty to the College. 

I think it would be true to say that most doctors have no 
clear conception of what oaths or vows of professional 
secrecy, if any, they have taken, or if a vow has been taken ; 
its words and its significance are soon lost to conscious 
memory. The young doctor learns to conduct his practice 
on ethical lines by gradually acquiring the traditions of his 
profession from the example of his seniors. 

The Declaration of Geneva’ is an international code of 
ethics evolved by the World Medical Association in 1951. 
The aim of the association was to introduce an ethical 
code in the style of a modern Hippocratic Oath, acceptable 
to all member nations. The code was accepted by the 
British Medical Association, who in turn passed it over to 
the universities and colleges with a request that the accep- 
tance of the code should be open to their newly qualified 
graduates. For one reason or another Birmingham Univer- 
sity was the only body to adopt the code as a voluntary 
declaration. One passage of the declaration reads : “ Except 
when required by the law of the country concerned a doctor 
Shall not disclose without the consent of the patient, infor- 
mation which he has obtained in the course of his profes- 
sional relationship with the patient.” It will be noted that 
the rule of medical secrecy has been modernized to allow 
exception where demanded by the law. 

The General Medical Council makes no mention of profes- 
sional secrecy in its warning notice. It is probable, 
however, that the Council would take a serious view of any 
complaint against a registered medical practitioner of breach 
of confidence without good reason. The President of the 
Council informs me that, so far as he is aware, no inquiry 
has ever been held by the Council or Committee into a charge 
of infamous conduct in a professional respect on the ground 
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of alleged breach of professional secrecy. One cannot say 
what view the Disciplinary Committeé would take, especially 
in the absence of precedent, but I find it hard to believe that 
the committee would take exception to a breach of secrecy 
committed in good conscience for the protection or safety of 
others, 

The British Medical Association takes a primary interest 
in ethical matters. The Council of the Association, through 
its Central Ethical Committee, is responsible for a written 
code on many aspects of ethical behaviour and for review- 
ing and modifying the code in the light of changing fashion 
and professional thought. The committee devotes consider- 
able time and care in directing advice to members on current 
ethical problems. 

On the subject of professional secrecy the Association 
has a clear and rigid policy. In recent years the policy of 
the Association has been that of complete secrecy under all 
circumstances, with a sole exception® that a doctor might 
warn others against possible infection of venereal disease 
in an affected patient. In 1952 the Council of the Associa- 
tion, realizing that other exceptional circumstances might 
well arise in which complete secrecy would endanger the 
welfare or even the lives of others, sought to modify its 
rigid policy. 

At the Annual Representative Meeting in Dublin in 1952 
the Council proposed that the current policy of the Asso- 
ciation on professional secrecy should be modified by the 
addition of these words: “ There will doubtless occur certain 
spetial occasions when it may become a doctor’s moral or 
social duty for the protection of innocent persons to make 
disclosure to an interested party if the patient, after having 
been properly and clearly advised as to the appropriate 
action which he should take, refuses or fails to do so on 
his own responsibility.” This modification, after debate, 
was decisively beaten on the vote of the meeting. 

The policy of the Association’ is now quite clear and 
precise. “A practitioner shall not disclose voluntarily, with- 
out the consent of the patient, preferably written, information 
which he has obtained in the course of his professional 
relationship with the patient. This includes information 
concerning criminal abortion, venereal disease, attempted 
suicide, and concealed birth. The State has no right to 
demand information except where notification is required by 
Statute, such as in infectious disease.” 


Professional Secrecy in Law 


I make no pretence of any specialized legal training, and 
for this section of the paper I am indebted to Mr. Lyndon 
Irving for instruction and for the loan of textbooks and 
references. It is convenient to divide the legal implications 
under three headings. 


The Doctor as a Witness 


This aspect is not strictly relevant to the limited con- 
siderations of this paper, but I am tempted to digress a little 
in order briefly to cover the whole legal picture. The doctor 
in any duly constituted English court of law, from the 
magistrates’ court upwards, has no privilege as a witness in 
the matter of professional secrecy. The law says’: “A 
medical practitioner may be asked to disclose, on oath, infor- 
mation which came to him through his professional relation- 
ship with his patient, and if the question is not inadmissible 
on other grounds, he may be committed to prison if he refuses 
to answer.” 

This ruling, which is subject to the discretion of the 
presiding judge, has been enforced on many occasions, and 
is now accepted, if unwillingly, by the medical profession. 
It is of interest to compare the position of the doctor with 
that of the priest. The textbook says*: “The question 
whether ministers of religion, and in particulary Roman 
Catholic priests, have any privilege of giving evidence of 


confession has not been authoritatively decided. ... The 
tendency of judicial dicta is that, while in strict law the 
privilege does not exist, the minister should not be required 
to give evidence as to a confession made to him.” The legal 
profession alone holds privilege as witness, but only in 
narrow and special circumstances. The textbook says’: 
“Legal professional advisers are permitted to withhold 
verbal or written communications passing between them- 
selves and their clients provided they are acting in their 
professional capacity for the purpose of giving legal advice 
or assistance, but not otherwise.” 


Voluntary Withholding of Incriminating Evidence 


Many of the comments in reply to my questions which 
presume that the doctor is in possession of incriminating 
evidence gained through professional relationship suggest a 
belief that in withholding the evidence the doctor himself 
would be guilty of an offence in law. There are certain 
clear legal definitions bearing on this point indicating how 
a third party, though not actually present or taking active 
part in a criminal offence, may nevertheless be guilty of 
offence through indirect participation. A brief summary 
of them is as follows. (a) An accessory before the fact’ is 
one who, though absent at the time of the felony committed, 
doth yet procure, counsel, command, or abet another to 
commit a felony. (b) An accessory after the fact’ is one 
who, knowing a felony has been committed by another, 
receives, relieves, comforts, or assists the felon. (c) “ To aid, 
abet, counsel, or procure’”® is to participate in an offence 
otherwise than as a principal in the first degree. 

It will be observed that for a doctor to be found guilty 
under one of these definitions he must take some active 
part in the commission of crime or must actively aid or 
assist the offender. To remain silent when in possession of 
incriminating evidence is not in itself an offence. There 
is, however, a fourth and apparently little-known definition. 
(d) Misprision of felony” consists in concealing or procuring 
the concealment of a felony known to have been committed. 
It is itself a misdemeanour at common law and is punishable 
by fine or imprisonment. This definition would seem radi- 
cally to alter the position, but on misprision of felony the 
textbook has this further to say : “ There does not appear 
to be any authority as to what constitutes concealment, but 
the offence appears to be founded on a duty to inform the 
Queen’s officers of the commission of a felony. Prosecu- 
tions for misprision of felony have been extremely rare in 
recent years.” It seems, therefore, that this is but a legal 
bogy which need not, in the present mood of law, be 
taken seriously. 

No solicitor, in comments to my questions, has mentioned 
misprision, while several have expressed the view that in 
the circumstances a doctor is under no ‘obligation in law 
to divulge information—a view which for practical purposes 
is evidently the correct one. 

To condone, to compound, or to acquiesce are terms 
commonly uséd in comments to my questions. To the 
doctor who refrains from divulging information these terms 
are incorrectly applied and have no legal significance. 


Implied Contract of Secrecy 


In a treatise on legal contracts a textbook"* says: “A 
doctor is bound to keep his patient’s secrets so far as he 
legally can.”” This means that there is an implied contract 
in law that the doctor shall not, without good reason, divulge 
his patients’ secrets. 

An aggrieved patient has recourse to law if he considers 
that a doctor, by divulging confidential information,: causes 
him to suffer social or financial harm. I am assured, how- 
ever, that a doctor who divulged confidential information 
solely for the protection or welfare of others, as opposed 
to a doctor who so acted by reasons of carelessness, malice, 
or personal gain, would not be liable for breach of contract. 
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The Questionary 


A questionary was devised and sent to groups of doctors 
and laymen to ascertain both professional and lay points 
of view on the duties of a doctor when faced with specific 
problems in practice. 

A letter which accompanied each questionary briefly drew 
attention to the fact that a doctor might on occasion find 
himself in a situation in which his duty as a doctor to 
preserve the secrets of his patient might conflict with his 
duty as a citizen to disclose to others information gained 
through professional relationship in order to prevent harm 
or danger to others. The letter asked that opinions expressed 
should be purely personal ones, not influenced by any 
authoritative body or by the law of the land. 

Each of four questions was framed in such a way as to 
elicit a direct “ Yes” or “ No”™ reply, and short comments 
were invited to each question. No bias was used to influence 
a reply either one way or another. 

Such problems as are posed in each question are but 
concrete examples of many of a similar nature the like 
of which are frequently submitted to the British Medical 
Association for advice by members. An opinion on the 
one problem will be a guide to opinion on others of a 
similar nature. Each question assumes that the patient has 
resolutely resisted pressure by the doctor voluntarily to dis- 
close confidential information to an authoritative outside 
person. 

Thirty questionaries were sent to each of the following 
four groups of doctors : general practitioners of 50 years of 
age or over, general practitioners of 40 years of age or 
under (all practising in or near Derby), consultants attached 
to the Derby hospitals, and medical officers of health in 
England and Wales. All names were taken in alphabetical 
order from statutory lists. The general practitioners and 
consultants are, I believe, all members of the Derby Medical 
Society, whose opinion is therefore largely reflected in the 
replies. Of the 120 questionaries sent to doctors there 
were 94 (78.5%) replies. The tables which follow set out 
replies under the various groups. There are three columns 
headed “ Yes,” “ No,” or “ Uncertain.” The latter column 
includes a very few replies that were non-committal and a 
very few in which a yes or no reply was given but the 
comment to which indicated a definite opinion in reverse. 
All figures are expressed in percentages to nearest 0.5 of 1%. 


Question 1 


A doctor diagnoses epilepsy in the case of an engine-driver 
who controls the engine of a main-line passenger train. The 
patient refuses permission to the doctor to disclose his 
disability to the railway authorities, and makes clear to 
the doctor his intention of continuing to earn his living as 
the driver of passenger trains. Has the doctor an over- 
riding duty to ignore his patient’s wishes and to report his 
state of epilepsy to the railway authorities ? 


TasLe 1.—Replies from Doctors to Question 1 





























Questions Replies Yes No Uncertain 
Sent No. x % % % 
G.P.s over 50 
(senior) .. 30 25 83-5 76 24 0 
G.P.s under 40 
(junior) .. 30 22 73 82 9 9 
Consultants 30 25 83-5 88 12 0 
M.O.H.s_.. 30 22 73 91 4:5 45 
Total .. | 120 | 9% | 78s | 84 12-5 3-5 








Table I shows the returns and an analysis of the replies. 
The first striking feature is the overwhelming majority in 
the “ Yes” column, contrary, as I have already shown, to 
the teachings and traditions of the medical profession. The 
figures in the “ Yes” column show that the senior general 


practitioners have a relatively smaller percentage (76) than 
the other groups, which I suggest reflects a conservative 
attitude to tradition to be expected from this group and to 
be repeated in the next two questions. The relatively higher 
percentage (91) from the M.O.H.s, I suggest, reflects an 
expected response to the wide interests of public welfare. 

In examining the comments to the questions, a wide 
variety of views have been expressed. Many replies were 
accompanied by interesting letters clearly showing that much 
time and thought had been devoted to the subject. I have 
attempted to classify comments under a few headings, some 
to be accepted as sound, others to be rejected as unsound. 
Among those who answered “ Yes” to Question 1 several! 
comments indicated an opinion that the doctor would him- 
self be breaking the law if he refrained from disclosing the 
facts of the case; this | have shown to be wrong. The 
sound reason for voting “Yes” advanced by the great 
majority is that grave danger to loss of life, the safety 
of the community, social responsibility, or the interests of 
public welfare override all obligations of professional 
secrecy. 

Amongst the replies of those who voted “ No” were the 
following comments. “The railway doctor should have 
or has the responsibility of making the diagnosis of epilepsy 
himself, either on clinical grounds or with the help of 
doctors’ certificates ” ; “ The responsibility of the doctor ends 
with the treatment of the patient”; “An accident may 
never occur, as the driver is always accompanied by a 
stoker”; or “ Pass the patient over to a specialist.” Atgu- 
ments such as these are fallacious or evade the issue and 
cannot be accepted as sound. Also unacceptable is the 
argument that notification to the railway doctor, either 
directly or indirectly, is no breach of professional secrecy 
because information is passing from one doctor to another. 
In the absence of the patient’s consent, the railway doctor 
is as much a third party as is any layman. 

Only two sound reasons can be advanced for voting “ No” 
to this question : (1) the preservation of professional secrecy 
overrides all other obligations (this in effect is the basis of 
the present B.M.A. policy) ; and (2) violation of professional 
secrecy, even under most exceptional circumstances, will 
impair the doctor-patient relationship. Quite surprisingly, 
neither of these reasons has been suggested by any doctor, 
nor has any doctor referred to his obligations under the 
Hippocratic Oath. 


The Layman’s Point of View 


To-day, more than ever before, the work of the medical 
profession is an integral part of the socia! structure. Medical 
and lay fields of interest overlap each other, and possibly 
in few other fields are lay interests more in the hands of 
the profession than in the one which is the subject of this 
review. The layman not only looks to the doctor for indi- 
vidual help but also regards him as a guardian of communal 
safety and welfare. For this reason I have invited opinions 
from interested and knowledgeable sections of laymen— 
namely, from groups of solicitors, justices of the peace, and 
Church of England clergy. I welcome their opinions, and 
lay considerable importance on their points of view. The 
names have been selected in alphabetical order from avail- 
able lists of each group living and working in and around 
the Derby area. Forty questionaries were sent to each 
group, and 86 (72%) of the 120 laymen sent replies. 


Tasie IIl.—Replies from Laymen.to Question 1 





























Questions Replies Yes No Uncertain 
Sent No. | % % Yo 4 
Solicitors 40 30 75 77 20 3 
J.P.s - 40 30 75 93 7 0 
C. of E. clergy 40 26 65 77 19 3 
Total laymen 120 86 | 72 82 15-5 | 2-5 
Total doctors 120 94 78-5 84 12-5 | 3-5 
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Table II shows the returns and an analysis of the replies. 
It will be seen that, in this question, lay opinion runs almost 
exactly parallel with that of the doctors, with a very large 
majority in favour of “Yes.” This is especially notice- 
able in the J.P.s, and is characteristic of their consistency in 
all four questions in showing a relatively heavy bias in 
favour of public welfare and upholding of the law. 

The comments of all these groups of laymen show a 
lively appreciation of the principles involved and, on the 
whole, a sounder level of arguments than is shown by the 
doctors. 

The comments of the solicitors and J.P.s are generally the 
same as those of the doctors, with a tendency to lay greater 
stress on the importance of public safety or on the removal 
of.a menace. The solicitors naturally show a keen apprecia- 
tion of the legal aspects, though all do not think alike, nor 
are their replies unduly influenced by the law. Two com- 
ments from solicitors in support of a “No” reply need 
mention. One says, “Information must not be given unless 
asked for,” thus envisaging an impracticable situation ; 
another expresses his belief in the integrity of professional 
secrecy with these words, “We must close our eyes and 
concentrate on the patient.” 

Some laymen answer “ No” in the belief that the railway 
doctor would in any event discover the epilepsy for himself ; 
this, of course, may be quite unlikely in an uncooperative 
patient. It is left to 2 sole member in the J.P. group to 
answer “Yes” in the interests of the patient. The special 
views of the clergy will be studied later when considering 
the moral aspects. 


Question 2 


A doctor attending a woman for abortion finds that it 
was criminally induced by a professional abortionist ; he 
learns also the abortionist’s name and address. The patient 
forbids the doctor to report the matter to the police, or even 
to disclose to them the abortionist’s identity. Has the doctor 
a duty to disregard his patient's wishes and to report the 
abortionist to the police ? 

It must be made clear that an attempt unlawfully to 
procure miscarriage either by the abortionist or by the 
patient, whether pregnant or not, is a felony, the maximum 
penalty for which is imprisonment for life. This is the 
only question that involves a felony, thereby laying the 
doctor open to a charge of misprision of felony should he 
fail to report the circumstances of the case to the Queen’s 
officers. As already pointed out, this is more of technical 
than of practical interest. It must be remembered, too, that 
abortion is a sin in the eyes of the Church, especially the 
Roman Catholic Church. 

Table III shows an analysis of the replies. In comparison 
to Question 1 the figures show a tilt in favour of traditional 
secrecy, although the average doctor’s vote again shows a 
majority in favour of “ Yes.” 


TaBLe III.—Replies to Questions 2, 3, and 4 




















Question 2 Question 3 Question 4 
Uncer- ‘Uncer- Uncer- 
te ” tain Yes % tain Ye tain 
° ‘o x% i) ‘° % ‘o } ° % 
G.P.s over 
50 (sen.) | 44 56 0 24 72 4 36 64 0 
G.P.s under 
40 (jun.) 50 50 0 36-5} 63-5 0 27 73 0 
Consultants} 64 32 4 20 80 0 36 60 4 
M.O.H.s.. | 45-5} 50 45; 545] 41 4:5| 36:5| 59 4:5 
Tota! (doc- 
tora) 6ww «| S52 47 2 34 64 2 34 64 2 
Solicitors 50 47 3 43 57 0 57 43 0 
.P.s os 27 6 60 34 6 47 53 0 
eS & & 
clergy .. | 50 42:5 75| 38-5) 54 7:5; 38-5) 50 11-5 
Total (lay- 
men) .. | 55:5; 39 5-5| 47 48-5 45| 47 49 4 
































Within the doctor group, the senior general practitioners 
again show evidence of conservatism towards tradition, the 
junior general practitioners break even, while the consultants 
come down heavily by a 2 to 1 majority in favour of “ Yes.” 
Surprisingly, the M.O.H.s, in showing a slight majority in 
favour of “ No,” seem to think more in terms of the indi- 
vidual rather than of the public welfare. 

In looking at the many and varied comments, the basic 
principle of preservation of secrecy versus public welfare 
applies as before. Among those who voted “ Yes” many 
made it a condition that the patient’s name should not be 
disclosed. This condition is very difficult to guarantee in 
view of the possibility of the abortionist’s later disclosing 
the names of his victims in confession to the police. Two 
comments deserve special notice. One from a pathologist 
who, in replying “ Yes,” threw back this rhetorical question, 
“Have you ever seen a fatal procured abortion and the 
shocking mess produced?” A pungent question, to make 
one retort, “ This sort of thing must never happen again.” 
The other comment is, “A doctor will do himself and his 
profession harm by withholding information that endangers 
the public safety.” Amongst the “ Noes” are found these 
comments : “ The patient knowingly and voluntarily takes 
a risk”; “ The doctor should himself personally warn the 
abortionist”; “Abortion should be legalized”; ‘The 
doctor should send the case to hospital”; “A doctor 
should concentrate only on the patient’s welfare.” For one 
reason or another I consider all these observations un- 
acceptable as sound argument. 

The voting of the laymen again produces a result similar 
to that of the doctors, again with a slightly heavier majority 
in favour of “Yes” and again greatly influenced by the 
heavy bias in favour of maintaining the law in the J.P. 
group. This viewpoint is lucidly expressed by a J.P., who 
says, “Only by persistent prosecution can the menace of 
the abortionist be eliminated.” 


Question 3 


A doctor treats a man who is suffering from a rupture. 
Later the patient is involved in a minor accident at work 
and successfully, and fraudulently, claims industrial injury 
benefit and a pension in respect of the rupture, which he 
asserts resulted from the accident. The Ministry accepts 
his claim. His doctor knows that the rupture was neither 
caused nor aggravated by the accident. Has the doctor a 
duty to report his knowledge to the Ministry ? 

This question is framed to present a problem involving 
a lesser crime and with the State as a victim. An analysis 
of the replies is given in Table III. 

Amongst the doctors the voting shows a further tilt to- 
wards “ No,” the average showing nearly a 2 to 1 majority 
in favour of “ No.” Conservatism is again more marked in 
the senior as compared with the junior general practitioners. 
The consultants show a complete reversal of opinion com- 
pared with that in the two previous questions, while the 
M.O.H.s also show a reversal of opinion, but in the opposite 
direction with a vote in favour of “ Yes,” contrary to the 
rest of the profession. 

The general principles governing the preservation of pro- 
fessional secrecy apply equally to this question as in the 
two previous ones, but the consequences of disclosure are 
different. Here there is a situation not involving danger 
to life or health, but involving only loss of money to the 
State. This difference appears to be the deciding factor 
in change of heart amongst the voters. 

Of those who voted “ Yes,” some impose conditions such 
as “ The Ministry must first ask for a report” or “ A report 
must be sent only to a doctor at the Ministry.” Both 
conditions evade the issue. Some mistakenly think that the 
doctor will be breaking the law by not disclosing the facts. 
Others present sound argument based on moral considera- 
tions or the upholding of the law. Many of those who vote 
“No” support their opinion thus—*“ The Ministry is quite 
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capable of looking after itself,” or, “It is no duty of the 
doctor to act as a detective, a snooper, or an informer for 
the police.” The question whether it is the duty of a 
citizen to support law and order by reporting crime to 
the .police, or whether he should mind his own business 
and leave the police to get on with theirs, is a social 
problem about which there are two opposing schools of 
thought, both of which find expression in voting on this 
question. 

The layman thinks rather differently from the doctor, and 
the average of votes show opinion to be about equally 
divided. Again it is the J.P. group, with its interest in the 
preservation of law and order, that tilts the balance slightly 
in favour of “ Yes.” A frequent comment from the layman 
is that he looks to the doctors to protect public funds. 


Question 4 


A doctor attending a patient in a patient’s home notices, 
by chance, jewellery in the bedroom which clearly corre- 
sponds with a newspaper description of property recently 
stolen in a housebreaking raid. Is it the doctor’s duty to 
report his discovery to the police ? 

This question differs from the others in that the informa- 
tion obtained bears no relationship to the purpose of the 
doctor’s visit or to the patient’s health or welfare. The 
majority of those who commented on this point argued that 
the doctor was in a position no different from that of the 
plumber or electrician; therefore, not being restricted by 
professional obligations of. secrecy, he was free to report 
the case to the police. Only a few argued that the doctor 
entered the home as a privileged person and was therefore 
bound by professional obligations. 

An analysis of the replies is shown in Table III. The 
average vote of the doctor shows an approximate majority 
of 2 to 1 in favour of “ No,” the figure being identical with 
that of Question 3, though the group-voting shows extra- 
ordinary changes in all four groups, the geasons for which 
I cannot understand. Adverse comments on the doctor 
acting as detective or snooper are very numerous, but, on 
the other hand, there are many champions for the cause of 
upholding the law. The laymen again show greater ten- 
dency than the doctors to vote “ Yes.” Again the average 
vote breaks almost even, as in Question 3, but yet again 
there is a reversal of voting within the groups. The switch- 
over of viewpoint amongst the solicitors and J.P.s is quite 
remarkable. 


The Moral Issues 


The moral issues involved in these problems open up a 
wide and fascinating field of thought that can only be briefly 
explored in this paper. 

They are of considerable importance because many of the 
comments to the questionary show that decisions have been 
made on moral grounds. Further, the B.M.A., when giving 
advice to members, makes the habit of adding a rider to 
the effect that it is open to the doctor to act in accordance 
with the dictates of his conscience. 

In looking to the Church of England clergy for guidance 
on the moral issues, no decisive lead is forthcoming. Their 
voting and their comments show that they line up in general 
with the average of the doctors. Perhaps more so than any 
other group, the clergy tend to lean towards the teachings 
of Hippocrates and the upholding of the law, while very 
few make direct appeal to theological or Christian teachings. 
Looking at all the comments from all groups to all four 
questions, the moral issues that favour an answer “ Yes” 
can be summarized as follows : “ It is a moral responsibility 
not to condone crime or fraud ; the confidence of the patient 
in the doctor must presume good faith; the patient who 
acts immorally forfeits his doctor’s confidence ; the rule of 
charity overrides the patients’ selfishness ; and fraud under- 
mines the social structure.” 

For those who voted “ No,” one of the clergy summarizes 
the moral issue most emphatically when he says: “The 


sanctity of private trust overrides that of public trust. | 
would rather betray my country than my friends.” He adds, 
further: “Christian teaching is that persons are more 
important than things.” 


Summary and Conclusions 


Professional secrecy is an obligation evolved by 
tradition and probably founded on the teachings of 
Hippocrates. The graduates of the Scottish universities 
appear to be under moral contract of modified secrecy 
in a clause of the Sponsio Academica, but no such con- 
tract is undertaken by graduates of the English and Welsh 
universities or colleges, with the recent exception of 
Birmingham University. The law would appear to accept 
professional secrecy as an implied contract in profes- 
sional relationship, but would not be actively interested 
in a doctor who voluntarily withholds incriminating 
evidence outside the courts. 

The B.M.A. seeks to impose a rule of absolute secrecy 
regardless of consequences, however dire they may be. 

The opinion by vote and comment expressed by a 
sample group of 94 doctors to a series of four questions 
posing specific problems would suggest that there is a 
large majority within the profession who would find 
justification for breach of professional secrecy in the pro- 
tection of others exposed to the danger of loss of life or 
lesser hurt. The votes and comments expressed by a 
group of 86 laymen show an opinion similar to that of 
the doctors but with greater emphasis, suggesting that a 
doctor who failed to disclose information that would 
have averted a catastrophe would be open to severe 
public censure. 

The doctor placed in a dilemma must decide whether 
to follow the principle that the preservation of profes- 
sional secrecy overrides all other considerations, as advo- 
cated by the B.M.A., or whether to take the view that, 
in special circumstances, the safety or welfare of others 
overrides the obligations of professional secrecy. 

The majority opinion of doctors and laymen subjected 
to test indicates that danger to life constitutes a justifiable 
reason for breach of professional secrecy. There is 
about equal division of opinion in the case of the felony 
of unlawful abortion, while a substantial minority con- 
siders that the prevention or punishment of fraud 
constitutes a justifiable reason. 

Such substantial evidence of opinion should suggest 
to the B.M.A. that the time has arrived for reconsider- 
ation of policy on professional secrecy in the light of 
modern social structure and opinion. 


My thanks are due to those doctors and laymen who responded 
to my questionary and sent helpful comments and letters; to 
registrars of universities and colleges; to the registrar of the 
G.M.C.; to the assistant secretary and the librarian of the 
B.M.A. for information; and to Mr. Lyndon Irving, solicitor, for 
instruction on legal matters and for other useful advice. 
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KING EDWARD’S HOSPITAL FUND 
FOR LONDON 


The Duke oF GLOUCESTER, presiding at a meeting of the 
General Council of King Edward’s Hospital Fund for 
London at St. James’s Palace on December 8, reported new 
arrangements for allocating funds to various objects within 
the hospital service. 


The Need for Voluntary Effort 


“ The position has changed,” the Duke said. “It is now 
clear that the State does not, and probably never will, want 
to do away with the need for voluntary effort. Six years 
ago when the National Health Service. was introduced it 
seemed possible that the new regional machinery and the 
flow of public money would meet the needs of the hospitals 
within the State Service. We used this breathing-space to 
build up a series of educational activities in the form of 
staff colleges for which we were certain a need existed. At 
the same time our officers undertook many visits to the 
newly established hospital groups and got to know person- 
ally the many hospitals in the Health Service which had 
formerly been outside the scope of the Fund.” 

They had through the Fund’s activities many points of 
contact with the hospitals, went on the Duke, and they 
knew that grants from the Fund for a cherished project 
could help and encourage out of all proportion to their 
amount. “We must therefore do our best to see that the 
funds are used in such a way as to spread this sense of 
encouragement and initiative into those quarters where it is 
most needed and can be most beneficial. At the same time 
we must use them so as to strengthen those parts of our 
hospital system which are sometimes apt to be weak or 
backward.” 

Hospital Catering 

Sums amounting in all to £400,000 would be set aside for 
grants to hospitals and the maintenance of advisory services 
and educational activities directly administered by the Fund. 
Special emphasis would for the next year or two be placed 
upon grants in aid of hospital catering, and the Fund pro- 
posed to allocate a sum of £50,000 specifically for this pur- 
pose which would be in addition to the cost of maintaining 
the Fund's Catering Advisory Service and the School of 
Hospital Catering. 

“The Fund stands committed,” the Duke continued, “ to 
the cause of good feeding in hospitals. Good and well- 
cooked food is of primary importance to patients in hos- 
pitals and to nurses and other staff who work there. This 
point the Fund constantly emphasizes. Much effort is made 
by hospital authorities to get and keep competent staff in 
their kitchens and dining-rooms. But the fact remains that 
many hospital kitchens are stifl less good than they should 
be and equipment which ought to be superannuated is still 
in use. Since all available public money has been swallowed 
up in meeting other needs the prospect of remedying the 
defects has had to be postponed. Where this happens the 
difficulty of getting and keeping the right staff is of course 
all the greater. The work of the Fund’s Catering Advisory 
Service has brought to light many defects of this kind which 
can definitely be put right, provided only that the modest 
capital grants needed can be made available. The Fund 
has now given enough grants of three to five thousand 
pounds in cases of this sort to be quite certain of the great 
value of such help when the grant can be coupled with 
detailed recommendations and plans prepared by the Cater- 
ing Advisory Service.” A much larger sum would shortly 
be required for mental hospitals. 


Sir Edward Peacock’s Retirement 


The Duke referred to the massive contribution made by 
the Treasurer, Sir Edward Peacock, during his twenty-five 
vears of office. “Our beloved Treasurer has intimated to 


me that he must retire from office.” Sir Edward Peacock, 
went on the Duke, had maintained to the full the policies 
of the Fund’s first Royal Presidents. It had not been an 
easy quarter of a century. In the post-war years it would 
have been easy for the Fund to have retreated into its shell. 
Through those difficulties Sir Edward had been a sure guide 
and a great source of strength. He would remain a member 
of the General Council. The Duke said that he proposed 
to appoint Lord Ashburton as Treasurer of the Fund in 
succession to Sir Edward Peacock. 

In reply, Sir EDwarD PEaAcocK expressed his gratitude to 
the Duke of Gloucester for his words, and his sense of the 
honour it had been to serve the Fund. “I have much 
enjoyed the work,” he went on, “and found deep satisfac- 
tion in observing the results of special services run by the 
Fund, particularly the new developments since the Health 
Service Act.” Sir Edward then presented his report. 


Finances of the Fund 


In 1953 income from all sources had amounted to 
£563,000, including £200,000 from the Nuffield Trust for 
the Special Areas and £24,000 from legacies. Total expendi- 
ture amounted to £505,000. The present market value of 
the Fund’s investments was about £7,500,000, and the income 
from investments was approximately £330,000. Since it 
began operations, the King’s Fund had disbursed to hos- 
pitals, or in the interest of hospitals, over £14,000,000. Apart 
from ordinary income, between £9,000,000 and £10,000,000 
had been received in legacies and contributions from other 
sources. 

Sir Ernest Poo.ey, Bt., Chairman, presented the Report 
of the Management Committee; Sir ARCHIBALD Gray, 
Chairman, the Report of the Distribution Committee ; and 
Mr. GEORGE MITCHELL, Deputy Chairman, the Report of 
the Convalescent Homes Committee. These Reports show- 
ing grants made during the year were adopted, and it was 
resolved that sums amounting in all to £400,000 be set aside 
for grants to hospitals and convalescent homes, and for the 
maintenance of advisory services and educational activities. 

The SPEAKER OF THE HOUSE OF COMMONS, in moving a 
vote of thanks to His Royal Highness for presiding, said all 
were aware of the many public duties discharged by, the 
Duke of Gloucester from day to day, and also knew that 
he carried a burden which the ordinary people could not 
share. The Council were grateful to His Royal Highness 
for his continued interest in the Fund, an interest to which 
it owed its continuing success. 








The Division of Graduate and Postgraduate Medical 
Education of the University of Utah recently conducted a 
successful experiment in the use of open-channel television 
for postgraduate medical education, according to an article 
by Dr. RoBert S. WARNER and Dr. JoHN Z. Bowers in the 
October issue of The Journal of Medical Education. With 
facilities and time made available by a local Salt Lake City 
station, the university telecast four “clinics,” reaching an 
audience area which includes 75% of the practising phy- 
sicians in Utah. The time chosen was 7 to 8 a.m., an hour 
found to be convenient for most doctors, and one free from 
commercial television interference. The clinics were tele- 
vised weekly for four weeks, and covered x-ray diagnosis 
of calcifications in the abdomen, gastro-intestinal haemor- 
rhage in the elderly patient, the approach to congenital 
heart disease, and a diagnostic clinic. An unlisted telephone 
was installed at the site of the telecast, and physicians in 
the reception area were given the number and urged to place 
questions by “collect calls.” According to the authors, a 
survey indicated that approximately half the potential doctor 
audience viewed the telecasts. Seventy-four per cent. of the 
viewers reported that they had learned new facts, 61% 
felt that their “previous knowledge had been revitalized,” 
and 53% reported renewed interest in a specific field. 
Dr. Warner and Dr. Bowers emphasize that rural practi- 
tioners especially could benefit from this type of presentation. 
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SOME HAZARDS OF GASTRO-INTESTINAL 
SURGERY 


On December 1 the Surgical Section of the Royal Society 
of Medicine met to discuss “ Toxic and Nutritional Changes 
in the Small Intestine Associated with Surgery of the 
Gastro-intestinal Tract.” Mr. HaroLtp Epwarps, president 
of the Section, was in the chair. 





Necrotizing Enteritis 


Mr. Joun Bruce (Edinburgh) introduced this diverse sub- 
ject with an account of the condition usually known as acute 
post-operative pseudomembranous or necrotizing enteritis. 
First described by Finney in 1893, its frequency and signifi- 
cance had been realized only in the last few years. Profuse 
diarrhoea, or a sudden increase in gastric aspirate, foul in 
nature, on the second or third day following operation was 
one of the first signs. The enormous quantity of fluid and 
electrolyte lost into the bowel in a remarkably short time 
resulted in early, profound, and sometimes irreversible peri- 
pheral circulatory collapse. The abdomen became distended 
and some pain might be experienced ; it was sometimes diffi- 
cult, therefore, to differentiate the condition from peritonitis 
or paralytic ileus, but the persistence of bowel sounds was a 
help in diagnosis. 

Treatment, continued Mr. Bruce, consisted in giving intra- 
venous fluids—water, electrolytes, plasma, and blood—in 
heroic quantities as in the clinically analogous condition of 
cholera. Even so, death was a common sequel, and all of 
the 13 cases discussed by Mr. Bruce had been fatal. 

At necropsy the necrotic mucosa of the small bowel 
formed a pseudomembrane, which might be patchy or com- 
plete and which could be separated from the muscle coat 
as a coherent slough. If the patient survived, the slough 
might be passed with the faeces, and the mucosa of the 
bowel would then regenerate from persistent islands of 
epithelium at the base of the mucosal glands. There was 
no conclusive evidence of a bacterial origin. 

Mr. Bruce said that five of his patients suffered severe 
hypotension during operation or in the early post-operative 
period, and he suggested that the necrosis might be the 
result of spasm of the arterioles of the intestinal villi. After 
gastrectomy, Clostridium welchii was sometimes present in 
the stomach and upper jejunum, and it had been suggested 
that the sudden reduction in gastric acidity might favour the 
establishment of organisms not normally resident in the 
upper part of.the small intestine. However, this hypothesis 
was difficult to reconcile with the fact that necrotizing 
enteritis sometimes followed operations not involving the 
stomach, the intestine, or even the abdomen. The admini- 
stration of antibiotics, especially chlortetracycline (“ aureo- 
mycin”) and oxytetracycline (“ terramycin ”), was sometimes 
associated with a similar change which was thought to be 
due to disappearance of the normal intestinal organisms and 
a consequent increase in resistant staphylococci. 

In the ensuing discussion Professor CHARLES Ros (Lon- 
don) reported that in five patients he had discovered a 
staphylococcus in the gastric content, and treatment with 
massive doses of oral penicillin and abundant intravenous 
fluids had been successful in every case. , 


Deficiency States 


Mr. Bruce then briefly discussed two other conditions. 
Following partial gastrectomy and vagotomy there might 
be mild and transient diarrhoea, due perhaps to the loss of 
the sterilizing action of the gastric juice or to diminished 
pancreatic function consequent upon the disturbance of the 
secretory mechanism or the vagal denervation. A mal- 
absorption syndrome might occur some years after the 
establishment of an intestinal short-circuit (the loop or 
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cul-de-sac phenomenon), and Mr. Bruce mentioned two 
patients in which this effect had been precipitated by 
gastrectomy some years after the establishment of 
duodeno-jejunostomy for chronic duodenal ileus. The syn- 
drome could be relieved by converting the Polya into a 
Billroth I gastrectomy and undoing the duodeno-jejunostomy. 

Malabsorptive states might also be a sequel to extensive 
resection of the small bowel. The minimum length of intes- 
tine necessary for adequate nutrition was unknown, but 
usually one-quarter would suffice to maintain reasonable 
health. If less than the minimum were left behind, hypo- 
proteinaemia with oedema, steatorrhoea, macrocytic anaemia, 
and a negative calcium balance resulting in osteoporosis 
and pathological fracture might occur. These deficiencies 
might not manifest themselves for several years, and short- 
term follow-up reports were therefore of no value. 


Post-operative Anaemias 


Professor L. J. Wirtrs (Oxford), in a most lucid account, 
dealt mainly with the problem of anaemia, but first re- 
affirmed Mr. Bruce’s views on the post-operative deficiency 
states, particularly with regard to the long interval which might 
elapse before they presented. Iron, said Professor Witts, 
was absorbed chiefly in the duodenum and upper jejunum. 
If this region were by-passed, as in a Polya type gastrectomy, 
there might be impaired absorption of iron. Even so, the 
quantity absorbed was sufficient to supply the needs of the 
body unless there was a source of chronic blood loss, such 
as menstruation or gastric erosion. The acid secretion of 
the stomach played little part in iron absorption. Should 
inadequate iron intake coexist with chronic blood loss, then 
a hypochromic anaemia would develop. Following exten- 
sive small-gut resection the absorption. of iron was usually 
adequate and anaemia uncommon. 

After total gastrectomy, or after partial resection when 
the stomach remnant had been subject to atrophic gastritis, 
there was a deficiency of intrinsic factor, and vitamin B12 
would not be absorbed. A macrocytic anaemia followed 
which might be associated with subacute combined degenera- 
tion of the spinal cord. The administration of intrinsic 
factor promoted the absorption of vitamin By in this type 
of Addisonian anaemia. Macrocytic anaemias were also 
found after operations in which non-functioning loops of 
small bowel were created and occasionally after right hemi- 
colectomy. Vitamin Biz: was not absorbed despite a normal 
gastric secretion. The cause was unknown, although several 
hypotheses had been advanced. The flora of the stagnant 
loop might inhibit the absorption of the vitamin by the 
mucosa ; the bacteria of the loop might compete with the 
host or produce an antagonist to Bi. Often the anaemia 
was relieved by giving the patient intestinal antibiotics, sug- 
gesting that an abnormal flora was involved. The anaemi2 
could usually be cured by the parenteral administration of 
vitamin Biz or by excising the stagnant loop. 

Professor Witts stressed the length of time which might 
elapse between operation and the onset of anaemia ; in one 
of his patients pernicious anaemia developed 17 years after 
gastroenterostomy. He ended with a warning that the full 
consequences of many of the surgical procedures which have 
been undertaken in quantity only since the end of the war 
were still unknown. 


Paralytic and Toxic Ileus 


Professor IAN AirD (London) distinguished between para- 
lytic (adynamic) ileus, occurring as it rarely did in the 
absence of peritonitis and seldom serious now that gastro- 
intestinal suction drainage was available for the treatment 
of post-operative distension, and toxic (peritonitic) ileus. 

The toxic ileus of peritonitis, said Professor Aird, might 
also resolve without intravenous fluid and gastro-intestinal 
suction, but in an occasional case when these measures had 
been stopped the abdomen might distend again and vomiting 
recur, so that fluids and suction would again be needed. 
Rarely this cycle might be repeated on several occasions, 
the initially weak propulsive force of peristalsis, on its 
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return, failing to overcome the impediment of the slender 
fibrinous adhesions of peritonitis, which became denser as 
the condition proceeded. If this went on for two, three, or 
even four weeks the patient became exhausted, and his 
general condition after so long a duration of purely intra- 
venous alimentation might be quite serious. To avoid this 
state of affairs, in about two dozen patients in the last 12 
years a jejuno-transverse colostomy had been performed 
and was recommended in cases of continuing ileus. If done 
i0 to 14 days after the original operation, prolonged periods 
of intravenous therapy and suction were avoided, the patient's 
comfort was quickly restored, and his return to work greatly 
accelerated. This operation was advised not as the treat- 
ment for the ileus of peritonitis but for the treatment of 
the rare case of continuing and intractable post-operative 
obstruction of peritonitis. Through a small para-umbilical 
incision an anastomosis was made between the first present- 
ing loop of small intestine and the transverse colon. Dis- 
tension immediately became more generally distributed in 
the abdomen, though flatus was not actually passed for a 
further 24 hours. The operation was based on the belief 
that the continuing ileus of peritonitis is due to a combina- 
tion of smooth muscle paralysis and mechanical adhesive 
obstruction, chiefly of the lower ileum, which would offer no 
obstacle to normal peristalsis, but which is insuperable by 
the weak peristalsis of returning bowel activity. The short- 
circuited small intestine usually seemed to open up again 
later. Only two patients required further operation to close 
the anastomosis, one because of a macrocytic anaemia, the 
other because of diarrhoea. In the second of these, adhe- 
sive obstruction returned again subsequently and another 
anastomosis had to be performed. Professor Aird also criti- 
cized the term “oedema of the stoma,” which might be a 
cause of vomiting after gastrectomy in depleted patients and 
especially those with pyloric stenosis. Two such patients 
had come to operation and had shown oedema not only of 
the stoma but of many feet of small intestine, oedema so 
dense that a jejunostomy feeding-tube could not be intro- 
duced into the lumen. 

Following the papers there was a lively discussion in 
which Mr. Rupert Corsetr (London) expressed a gener- 
ally felt anxiety concerning Professor Aird’s operation for 
ileus ; he described it as being a rather alarming procedure. 
MrMaurice Ewrnc (London) described his attempts to 
produce macrocytic anaemias in dogs by creating stagnant 
small-intestinal pouches. At the end of six months none 
of the dogs had developed this type of anaemia, though all 
had lost appetite and suffered progressive malnutrition. 
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Cervical Disk Lesions 


At a meeting on October 28 Mr. H. OSMOND-CLARKE 
reviewed cervical disk problems, excluding inflammatory 
and neoplastic lesions. There were, ‘he said, two main 
types of disk lesion, the acute and the chronic. In acute 
cases there might be either a lateral protrusion involving 
a root and giving rise to a clinical picture resembling that 
of an acute lumbar disk lesion—acute pain referred down a 
limb, muscle spasm, and perhaps deformity, restriction of 
movement, and. neurological signs ; or the protrusion might, 
more rarely, be central, involving the cord and giving rise to 
more or less spastic paralysis. Lateral protrusions should 
be treated first with traction and bed rest, later with a collar. 
Central protrusions urgently required decompression. 

In chronic cases, the condition known as cervical spondy- 
losis, there were degenerative lesions of disks, most fre- 
quently C 5-6 and C6-7, with narrowing and secondary 
osteoarthritic changes. Both cord and roots might be affected 
through fixation by scarring and adhesions, through pres- 
sure from osteophytes, or interference with blood supply. 


As seen in orthopaedic practice, these patients complained 
more often of pain in the arm and head than in the neck ; 
diffuse headaches, occasional stiff necks and pain, tingling 
(“ pins and needles ”), radiating down one or both arms into 
the hand and across the pectoral region in the distribution 
of the 6th and 7th cervical dermatomes ; usually tenderness 
over the lower cervical spine in the midline and laterally, 
and in the trapezii ; varying degrees of restriction of move- 
ment with local, and often increase in distal, discomfort on 
forcing ; sometimes positive neurological signs varying from 
paraesthesia, hypoaesthesia, and analgesia in the 6th and 7th 
dermatomes to grosser signs in arms, legs, and trunk when 
the roots and cord were severely involved. It wasin this state 
that neurologists frequently saw the syndrome of cervical 
spondylosis. Often the syndrome of supraspinatus tendinitis 
and “tennis elbow” were also present, but the relationship 
was by no means clear. 

Heat and intermittent longitudinal stretching relieved 
about two-thirds of all early mild lesions. Occasionally 
a manipulation under anaesthesia was a help at this stage, 
but it should never be done when radiological changes were 
gross. Bed rest with continuous traction for two or three 
weeks followed by a collar might be necessary. 

One or a combination of these three measures relieved 90- 
95% of all sufferers seen in orthopaedic practice, but, if a 
collar gave complete relief which was followed repeatedly 
by relapse when it was removed, localized fusion was indi- 
cated. Gross cord or root involvement required careful 
neurosurgical and orthopaedic assessment. The correct 
operation was decompression of the cord and roots by lamin- 
ectomy and “unroofing” of the foramina. - 

Mr. Osmond-Clarke emphasized, in conclusion, that not 
more than 2% of these patients required operation, and 
that the decision and the operation were combined neuro- 
surgical and orthopaedic ventures. 





MANCHESTER MEDICAL SOCIETY 


Pethidine in Anaesthesia 


At a meeting of the Section of Anaesthetics on Novem- 
ber 18 Dr. Roy W. BUCKLEY, in a paper on “ The Depres- 
sion of Respiration by Pethidine during Anaesthesia,” dis- 
cussed the relative values of various agents used to supple- 
ment nitrous oxide anaesthesia. 

Thiopentone, said Dr. Buckley, had poor analgesic pro- 
perties in relation to its hypnotic action, while trichlor- 
ethylene tended to be slow in action and to produce un- 
pleasant tachypnoea and cardiac irregularities. The advan- 
tages of nitrous oxide—pethidine anaesthesia over other agents 
were rapid recovery of consciousness with relative freedom 
from pain and vomiting, and r@duction of laryngeal and 
bronchial irritability during the anaesthetic. 

A few cases had been studied in which the respiration was 
deliberately depressed by pethidine, and it was found that, 
although there was a progressive reduction in rate and minute 
volume, the tidal air was increased in nine of the ten cases. 
He suggested that this increase in tidal air was the result of 
suppression of the lung stretch reflexes. This was supported 
by the effectiveness of pethidine in controlling the tachy- 
pnoea resulting from trichlorethylene overdose. 


Kinking of Endotracheal Tubes 


Dr. Averit EARNSHAW then read a short paper on 
“Kinking of Endotracheal Tubes.” From a study of a 
hundred x-ray films taken on anaesthetized patients, it had 
been found that one in every five nasotracheal tubes was 
kinked. The position of kinking was constantly in 
the nasopharynx, where the tube is bent the most. Signs 
of respiratory obstruction were often not obvious until the 
tube had been compressed to half its original lumen. This 
kinking could be diminished by using stiffer tubes, but 
usually extension of the patient’s head would straighten the 
tube with disappearance of the kinking. 
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THE ACADEMIARUM EXAMEN 


John Webster (1610-1682) was a Yorkshireman, and at the 
age of 33 we find him as master of the grammar school at 
Clitheroe. Five years later he became a chaplain and 
surgeon in Colonel Shuttleworth’s regiment. In this capacity 
he gained a practical acquaintance with surgery and 
chemistry, an acquaintance which led him to press for their 
inclusion into normal academic-study. His intrusion into 
the living of Mitton (near Clitheroe) at the close of the war 
evidently furnished the leisure which enabled him to embody 
his ideas in 
Academiarum Examen, or the Examination of 
Academies, wherein is discussed and examined the 
Matter, Method and Customes of Academick and 
Scholastick Learning, and the unsufficiency thereof 
discovered and laid open; As also some expedients 
proposed for the Reforming of Schools, and the perfect- 
ing and promoting of all kinds of science. offered to 
the judgements of all those that love the proficience of 
Arts and Sciences, and the Advancement of Learning. 
(London, 1654.) 


In this, Webster describes himself as “a free-born English- 
man, a citizen of the world and a seeker after knowledge 

. willing to teach what I know and learn what I know 
not.” In view of such a protestation it is not surprising 
that he should plead for more extended use of the vernacular 
in teaching instead of Latin. But the main burden of his 
complaint was the “ sloathfulness and negligence of the pro- 
fessors and artists.” Webster urged that “their only study 
and labour ought to be to acquire and find out salves for 
every sore and medicines for every malady, and not to be 
enchained with the formal prescriptions of schools, Halls, 
colleges or masters.” 

Webster writes like a Baconian: “If the Lion may be 
known by his paw, and Hercules by his foot, then I hope 
there is enough said to make it clear, that the Aristotelian, 
and Scholastick learning, deserves not the pre-eminence 
above all other, nor those great commendations that the 
corruption of times, and sloathful ignorance of the most 
have ascribed unto it, but that a great part of it doth 
deserve eradication, some of it reformation, and all of it 
melioration.” Urging that “the way and means judiciously 
laid down by our learned countreyman the Lord Bacon, be 
observed,” he struck out at “all those hellish and dark 
foggs and vapours ” that clouded the prosecution of physical 
science. At times, his élan and vigour work him up to a 
long string of denunciatiog of the scholastics—*‘ a confused 
chaos of needless, frivolous, fruitless, triviall, vain, curious, 
impertinent, knotty, ungodly, irreligious, thorny and _ hell- 
hatch'd disputes, multiplied and spawned forth even to 
monstruosity and nauseousness.” 

Webster was, and confessed himself in this tract, a great 
admirer of Harvey, “ our never sufficiently honoured country- 
man”; of Gilbert, Queen Elizabeth's physician; of Des- 
cartes ; and of Oughtred. His opinions stirred Seth Ward, 
the Savilian Professor of Astronomy at Oxford, and Dr. 
John Wilkins, who in a published reply Vindiciae Academi- 
arum, published in the same year, described Webster as 
“one of the gang of vulgar Levellers amongst whom his 
ability to talk on some things out of the common road, 
hath raised him to the reputation of being tic weyac. some 
extraordinary person; and by that means hath blown him 
up to such a self confidence, as to think himselfe fit to 
reform the Universityes.”. We are not concerned here with 
the rebuttal of Webster’s many charges. Rather we are 
anxious to record Seth Ward’s opinion that at Oxford at 
this time medicine could in fact be freely studied and that 
“it cannot be denied that [the experimental method] is the 
way, and the only way to perfect Naturall Philosophy and 
Medicine.” ‘“ But,” Ward urged, “our academies are of a 
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more generall and comprehensive institution ... men be not 
forced into particular waies, but may receive an institution 
variously answerable to their genius and designe.” 
W. H. G. ARMYTAGE. 











Preparations and Appliances 








CONVERSION OF A STANDARD TUBULAR 
STEEL CHAIR TO A SANITARY CHAIR 


Dr. J. B. Srewart, consultant in physical medicine, 
Cirencester, Pewsey, and Swindon Hospital Management 
Committees, writes: Many excellent sanitary chairs are now 
used in hospital wards. They have proved popular with 
both patients and staff, as their use makes it possible to 
banish the bedpan in the nursing care of many patients. 
The conversion of a standard tubular steel stacking chair 
into an inexpensive sanitary chair is within the competence 
of a handyman. No special equipment is required for its 
construction. Such a chair would prove a boon in the 
domiciliary care of 
patients nursed for 
long periods in 
their own homes. 
The normal canvas 
or slatted wooden 
seat is replaced by 
a split-front type 
lavatory seat. This 
may be obtained in 
either polished 
wood or plastic. 
The standard hinge 
fittings supplied 
with the seat are 
bolted through 4- 
in. (6-mm.) _ dia- 
meter holes drilled 
in the horizontal 
cross-member at 











the rear of the 
seat. Holes are 
drilled in the 


lower chair runners so that it may be bolted to a pair of 
wooden battens 2 by 2 by 30 in. (5 by 5 by 76 cm.). A ply- 
wood platform, 6 in. (15 cm.) wide by 4 in. (1.3 cm.) thick, 
is screwed to the forward projection of the battens to form 
the fixed portion of a foot-rest. The rear portion of the 
foot-rest, 7 in. (18 cm.) wide by 4} in. (1.3 cm.) thick, is 
adjustable for height, being bolted through a heel-rest to 
the front legs of the chair. A series of }-in. (6-mm.) diameter 
holes is drilled in the front legs of the chair at 14-in. (3.8-cm.) 
intervals so that adjustments may be made in the height of 
the foot-rest to suit children. Both parts of the foot-rest arc 
covered with ridged rubber matting. 

In the model illustrated, rubber-tyred Shepherd castors 
have been used, as they are quiet in operation and allow 
the chair to be moved freely in restricted spaces. As the 
castors are mounted close to the ends of the wooden battens, 
the patient’s weight is well within the wheel-base, and any 
tendency for the chair to tilt is reduced to a minimum. 
Folding wooden arm-rests are fitted to simplify loading and 
unloading of the patient and to give a sense of security during 
movement of the chair. A tumbling “handbrake,” made 
from mild steel strip + by 4 in. (3 by 13 mm.) suitably 
bent and screwed to the front battens, lifts the forward 
castors clear of the ground and gives stability to the chair 
during loading and unloading operations. The dimensions 
of the chair are: height under the seat, 21 in. (53 cm.); 
maximum width, 21 in. (53 cm.) ; maximum length, 3 ft. 1 in. 
(94 cm.); width between wooden battens, 154 in. (39 cm.). 

It is possible to make many other simple additions to this 
type of chair. For example, wood or metal slots may be 
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fitted under the seat to carry a standard commode for use 
where there is no indoor sanitation. 

This inexpensive sanitary chair has been developed 
primarily for domiciliary use, particularly for the young 
adult cerebral palsy case, which presents such a problem in 
home nursing. Several modifications of these chairs have 


‘ been in use for some months in various wards of the Ciren- 


cester and Swindon Hospitals. 

The chair illustrated has been converted to my design 
by Mr. J. Smith, instructor in the remedial workshop of the 
physical medicine department, Swindon. 





Correspondence 





, 





Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Flourpaper Tuberculin Jelly Test 


Sir,—In the investigation by Dr. M. Caplin er al. on the 
flourpaper tuberculin jelly test (Journal, October 16, p. 
895), and in the ensuing correspondence in your columns, 
reference has been made to the Medical Research Council's 
National Tuberculin Survey, undertaken in 1949-50.' In 
this survey of 94,000 children and young people, the first, 
screening test was with a P.P.D. jelly using the flourpaper 
technique. From the paper by Caplan et al., and more particu- 
larly from your annotation (Journal, November 27, p. 1279), 
those unfamiliar with the M.R.C. report might assume that 
reliance was placed solely on this test in determining the 
incidence of tuberculin-positivity. We therefore wish to 
recall that in that survey all persons recorded as negative 
to the jelly test were given a second test—namely, to 100 
tuberculin units intracutaneously—and that the main results 
were based en the total positive reactors—that is, to the 
jelly or to 100 T.U. This procedure would have given mis- 
leading results only if there had been a substantial number 
of “false-positive” reactions to the jelly test—that is, in- 
stances in which a positive reaction to the jelly test was 
recorded but in which a test to 100 T.U., had it been per- 
formed, would have proved negative. This possibility had 
been borne in mind at the start of the survey, and an attempt 
was made to procure uniformity of technique by demonstra- 
tions to the area testers (who numbered more than 30), but 
considerable variations in the proportion positive to the 
jelly test did occur between different areas. Two areas 
where the technique of the jelly test was considered to have 
been uniform and reliable were taken as a standard. By 
comparison with this standard the testers in most of the 
other areas recorded a lower proportion of positive reactions 
to the jelly test, but this, as indicated above, would have 
been corrected by the second (100 T.U. Mantoux) test. On 
the other hand, the areas where the testers recorded a higher 
proportion of positive reactions to the jelly test than the 
standard were those tested in the latter part of the survey, 
when a second, stronger, batch of P.P.D. had been used for 
the jelly. It was therefore concluded that any errors in 
the survey due to false-positive reactions to the jelly test 
were inappreciable, although admittedly some such re- 
actions may well have occurred. It is intetesting and satis- 
factory to note, from the first part of Caplin er al.’s investi- 
gation, that when the same criteria for judging a positive 
reaction were applied as those used in the National Tuber- 
culin Survey no false-positive reactions to the flourpaper 
jelly test were recorded among 173 children negative to 
100 T.U. Mantoux. 

Some further support for the reliability of the results of 
the National Tuberculin Survey is now available from 
sampled results of the initial tuberculin tests given to 
secondary modern school leavers, aged 144-15, in 1950-2, 
in the current M.R.C. trial of antituberculosis vaccines. A 
two-stage Mantoux test was used, the first test being to 
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3 T.U. and the second to 100 T.U. The areas and. the age. 
group concerned have sufficiently close counterparts in the 
National Tuberculin Survey to permit the following approxi- 
mate comparison, which shows similar incidences of posi- 
tivity : 


Percentages Positive to Tuberculin Test: Mantoux 100 T.U. 





National Tuberculin Sur- 
Urban England 
vey, 1949-50 (age 14-15 0 
years) South 35% 


Vaccines Trial, 1950-52 | Suburban 
(sample) (age 144-15 London 39% 
years) 


Birmingham | Urban E d 
41% North 48% 








Birmingham Manchester 
area 36% area 44% 














In discussing the results of the National Tuberculin Sur- 
vey, the M.R.C. report stated that the flourpaper jelly test 
“is not to be recommended if accurate testing of sensitivity 
is required for research, purposes. As a survey technique 
[followed by Mantoux 100 T.U.] it was useful and justi- 
fiable.” The entirely intracutaneous data of the present 
vaccines trial support this earlier conclusion. Nevertheless, 
although the evidence indicates that no important errors 
were introduced into the total positive figures in that survey, 
we should agree with Caplin et al.'s view that jelly tests are 
less precise than the Mantoux test, and we should hesitate 
to use them in any similar inquiry in the future.—We are, 
etc., 

P. D’Arcy Hart. 

London, N.W.3. IAN SUTHERLAND. 

REFERENCE 
1 Lancet, 1952, 1, 775. 


Tuberculous Patients m General Hospitals 


Sir,—Dr. A. B. Cowan (Journal, November 20, p. 1227) 
states that he is appalled at a suggestion to put aside wards 
in general hospitals for tuberculous patients. I am equally 
appalled to see that he thinks that such a move is “ turning 
back the clock in the field of preventive medicine.” On the 
contrary, Dr. Cowan’s clock is slow. He should realize that 
treatment of tuberculous patients in general hospitals is 
widely accepted to-day, Scottish authorities being no excep- 
tion.** In the opinion of many of us this is the method of 
choice.’ * 

As the basis for his arguments Dr. Cowan assumes a 
degree of infectivity from tuberculosis comparable with the 
common infectious fevers, an assumption which, in my 
opinion, is entirely unwarranted. The danger of an unin- 
fected nurse acting as a carrier is negligible, and where 
proper precautions are taken can be completely discounted. 
His implication that hospital nurses detailed to duties in 
tuberculosis wards should be socially isolated is quite fan- 
tastic, and I would refer him to Dr. F. A. H. Simmonds’s 
excellent monograph’ if he would protect his nurses and 
avoid their social ostracism. The nurses themselves run no 
more risk in a well-organized tuberculosis ward in a general 
hospital than they do in sanatorium.’ It may well be 
greater in general medical wards, because patients with 
tuberculosis are often admitted by mistake before the cor- 
rect diagnosis has been made.‘ Here is a definite risk, all 
the greater because special nursing precautions are usually 
not taken. The position in wards set aside for the treat- 
ment of tuberculosis only, however, is quite different: with 
the new methods of sputum disposal,‘ chemotherapy, and 
common-sense precautions,’ infection can be well controlled. 
During six years of managing two tuberculosis wards in a 
large general hospital I have been unable to trace a case 
of infection to this cause. This is similar to the experience 
of Ball et al.,, who demonstrate how to avoid cross-infection 
in general hospitals admitting the tuberculous. B.C.G. has 
now added further protection and enables previously 
Mantoux-negative nursing staff to join the ranks of tuber- 
culdsis nurses. 

Not only can tuberculosis wards be administered with the 
utmost confidence and success in general hospitals, but 
such a move offers positive advantages over the standard 
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sanatorium admission.’** Provided that the care of the patient 
remains in the hands of the local chest clinic physician, 
there is a continuity of treatment and follow-up impossible 
under other schemes. Treatment is undertaken locally, thus 
making frequent visiting by relatives practicable. The isola- 
tion, and possible stigma, engendered by admission to a 
sanatorium are largely avoided and some contact with the 
outside world is maintained, thus enabling return to work 
without the need for strenuous mental readjustment. By 
all means let us treat this disease “as a military problem,” 
but the essence of a successful campaign is speed and sur- 
prise—and who can imagine “sanatoria throughout the 
country ” being built quickly enough to make a rapid im- 
pression upon the present tuberculosis problem? Even 
if it were advisable, where is the money to build such sana- 
toria? Readjustment of the existing bed complement by 
the provision of tuberculosis wards in general hospitals is 
the obvious answer. The major battle in the war against 
tuberculosis must be fought by the chest clinics ; treating 
patients in associated hospital beds, as out-patients, or in 
their own homes where necessary, these units can provide 
a service comparable with the best sanatoria. Furthermore, 
such “ clinic management” of tuberculous patients has such 
great and obvious advantages socially, clinically, psycho- 
logically, and administratively that it should form the basis 
of the future tuberculosis services.—I am, etc., 


London, W.12. PETER STRADLING. 
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Death from Orange Pith 


Sir,—I have read with interest of the death of a man 
aged 54 from acute intestinal obstruction, due to undigested 
orange pith, at Lewisham on November 5 (Journal, Novem- 
ber 27, p. 1301). I had a similar case, but fortunately with 
a happier ending, and I think it is worthy of record. 


On September 29 I was asked to see a man aged 69 who 
had been suffering from “ colicky ” abdominal pains and vomit- 
ing for 24 hours. The onset was gradual, and the pains and 
vomiting were increasing in their severity. On examination, he 
was distended and there was tenderness and guarding in both 
iliac fossae—the right more than the left. Bowel sounds were 
very active. I admitted him to one of my beds at the National 
Temperance Hospital, and, after a short period of observation, 
decided to operate, the pain and vomiting persisting all the time. 
Under anaesthesia a ladder pattern of visible peristalsis was 
noted. A right lower paramedian incision was made, and much 
free fluid was present in the peritoneal cavity. Distended loops 
of bowel were seen, mainly involving the small intestine, but 
the caecum and ascending colon were also affected. The smal! 
bowel loops were very congested, with haemorrhagic spots here 
and there. At the lower end of the ileum, about a foot from 
the caecum, an oval-shaped lump was noted, and this was lying 
free within the bowel, and could be moved upwards and down- 
wards. Its nature was in doubt. It was soft and easily indented. 
The loop of the ileum containing the mass was packed off, 
isolated, and then incised. A large segment of orange was re- 
moved, and this was followed by a rush of foul-smelling fluid, 
which was evidently the cause of the trouble. After emptying 
the small gut as far as possible the transverse incision was sewn 
up vertically, so as not to occlude the lumen. The wound was 
closed after dusting with sulphanilamide powder, and a drainage 
tube was inserted through the lower end of the wound. He made 
an uninterrupted recovery. 


The portion of orange consisted of three segments, and, 
on questioning him, he remembers very distinctly swallow- 
ing this piece of orange at his evening meal without chewing 
it. His daughter, at the time, remarked that he was not 
chewing his food. It is interesting to note that acute 
intestinal obstruction, which may be followed by death, 
may be the result of ingestion of foodstuffs which are not 


properly masticated. It is well known that tomato skins 
have previously caused obstruction ; it appears that orange 
pith can do the same.—I am, etc., 

London, W.1. D. H. SANDELL. 


Methyl Chloride Poisoning at Sea 


Sir,—I read with interest the letter from Dr. J. Crawford 
(Journal, October 9, p. 870). In 1942, while serving in the 
Royal Navy, I had two cases of methyl chloride poisoning, 
when I had to rescue the chief engineer and chief stoker 
of our ship from a cold-room where there had been an 
escape of methyl chloride gas. 

What interested me at the time was the knock-out effect 
of the gas. The two individuals had been working to locate 
a leak, and there was no apparent noticeable amount of 
gas in the cold-room. While they were working they had 
both gone on their knees and suddenly had received a 
full breath of the strong gas from the actual leaking pipe. 
The result was that they were knocked out “cold,” and 
when I went into the cold-room with a respirator two 
minutes afterwards were still completely unconscious. After 
being taken to my sick bay, and, using a “ novox ” apparatus 
in both cases with artificial respiration, they both recovered 
in much the same manner as a recovery from an inhalation 
anaesthetic. Both individuals had amnesia for the events 
immediately prior to the incident and both complained for 
two to three days of headache, but there were no after- 
effects noticeable, and in neither case was there any vomiting. 
Recovery in the early stage was rather suggestive of some- 
one who had become very drunk and was slowly recovering 
from a drunken stupor, but this lasted only for about half 
an hour. 

I did not report this incident at the time, as I had no idea 
whether I was entitled to in view of the wartime difficulties, 
but, in my time in the Navy, I questioned a number of 
medical officers, and, as far as I am aware, I was the only 
one who had had such a case among those I met. Unfor- 
tunately I have no notes now of the cases, but these were 
fully recorded at the time and are in ‘the files of the 
Admiralty in the journal of H.M.S. Exe—I am, etc., 


Umbogintwini, Natal. TORMOD MACLEop. 


Changes in the Mental Health Services 


Sir,—Though there may be many undesirable features in 
the present observation unit, I think its abolition, as recom- 
mended by Dr. J. B. S. Lewis (Journal, December 4, p. 1354), 
would be a retrograde step. Observation units are not a 
feature of the Scottish mental service, and my experience 
in England and Scotland convinces me that their absence is 
a loss. If a patient while in a general hospital becomes 
mentally ill with a toxic delirium or other mental disturb- 
ance, so that he cannot be cared for in a general ward, and 
is unable or unwilling to sign voluntary papers, there is no 
alternative in Scotland but to certify him. This is an 
extremely undesirable step contrary to all modern trends. 
Were an observation unit available, he could be taken there. 
and as often as not subsequently returned to the general 
ward, or discharged to out-patient psychiatric care. 

But not only do well-run observation units help the patient, 
but their development would also benefit the mental health 
service. Every general hospital group should have a psy- 
chiatric service with out-patient clinics, in-patient beds for 
suitable cases, and an observation unit for disturbed patients. 
This should not be staffed as a sideline by non-psychiatric 
personnel, but by psychiatric staff who serve the mental and 
general hospitals of the area alike. Such an arrangement 
would encourage a closer co-operation between psychiatry 
and general medicine so sadly lacking at present. The 
majority of the nursing staff should be on rotation from the 
mental hospital, but probationer nurses on the general side 
could with advantage spend a short period in the psychiatric 
ward and the observation unit. The barriers between the 
general and the mental nurse would thereby be lessened, 
and encouragement given to recruitment for mental nursing, 
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the position of which is so critical. Overcrowding in obser- 
vation units should be remedied by providing more, and 
not by admitting patients directly to mental hospitals already 
so overburdened. The faults in the present observation 
units are of practice, not of principle ; they should not be 
remedied by abandonment of a principle which, if fully 
developed, will lead to an integration of psychiatry and 
medicine beneficial to both alike.—I am, etc., 


Edinburgh, 5. JOHN MARSHALL. 

Sirn,—To be put into an observation ward has seemed to 
me to be one of the worst things that could happen in this 
country to a mentally sick patient. I have not myself seen 
one, but I have had many patients who have been in them, 
and they have all described, in very much the same terms, 
the horror they have passed through : the crowding together 
of acute psychotics and neurotics of all kinds, in the way 
described by Dr. J. B. S. Lewis (Journal, December 4, p. 
1354). The only advantage is gained by the staff of the 
mental hospital to which the patient is subsequently sent, 
for the patient is so grateful to be in the peace of a mental 
hospital that he becomes remarkably co-operative. The 
proposal of the L.C.C. that the use of observation wards 
should be increased is a disservice to the mentally sick.— 
I am, etc., 


Gloucester. J. GIBSON. 


Spurts in the Eye 


Sirn,—Some years ago, when in medical charge of lime- 
stone workers, I had to treat many eye injuries caused by 
spurts from stone struck by their hammers. I noticed at 
the time that those using a light hammer with a whippy 
shaft, with which they seemed to flick the stone struck, 
suffered fewer injuries of this kind than men who used a 
heavier hammer with a more rigid shaft. With the latter 
they seemed to bear down on the stone and rest on their 
blow. In jiu-jitsu it is possible, by using a quick in-and- 
out movement, to shatter a bone by a blow with the edge 
of the band. Resting on the blow or trying to “follow 
through ” is not effective. It seems probable therefore that 
the. mechanics of impact are of significance in determining 
the line of flight and the number of the stone particles 
released at the point of impact. 

I have discussed this matter with engineers, who think 
there may be something in my theory. One, whose firm 
made a reinforced concrete base on which minerals were 
crushed by blows from a steam hammer, was particularly 
informative. His problem resembled mine, and it was only 
after altering the quality of the blow struck that they were 
able to achieve economical results and avoid repeated 
repair of the concrete bed. 

Eye injuries caused in the manner described are so fre- 
quent that I suggest that some expenditure to study how 
the most effective and. the safest blows may be struck is 
overdue. I attempted to devise experiments for this purpose 
before the war, using high-speed photography to discover 
what did happen when hammer struck stone. I could not 
find the apparatus needed before the war came. In a 
quarry, where sweat and rain mist up goggles, men will not 
wear them. They are in constant danger from heavy falls 
of stone at the face, and prefer risk to vision to serious 
accident —I am, etc., 

Hitchin. G. C. PETHER. 


Carcinogens in Cigarette Smoke 


Sir,—From work recently reviewed in your Journal 
(November 20, p. 1213) there is now ample evidence that 
cigarette tar contains at least one potent carcinogen, as 
indeed was to be expected from the temperature known to 
be attained in smoking. But, while this is bound to give rise 
to grave misgivings, is the carcinogen present in dangerous 
proportions ? 

May I, through your columns, remind your readers of an 
everyday observation which they will in many instances, 
no doubt, have made for themselves, and, at the same time. 





draw attention to the implication which may have escaped 
them. I refer to the characteristic staining of the fingers, 
of the upper lip, moustache, and sometimes too of the eye- 
brows in the heavy cigarette smoker, which, as far as I know, 
never, even after lifelong exposure, gives rise to epithelioma 
of the skin of the stained area. This observation can be 
extended to the skin of the mouse, as, in all the recorded 
experiments in which mice have been heavily exposed for 
the greater part of their lives to cigarette smoke, no observer 
has reported the finding of skin papillomata or carcinomata 
as a result of the exposure. Yet in some of these experi- 
ments the coats of the animals were coloured by the cigarette 
tar and the food was deeply stained. No one will complain 
that the skin of the mouse is not a good indicator of the 
presence of carcinogens resulting from the pyrolysis of 
carbonaceous materials. One therefore can but suppose 
that, while cigarette smoke contains trace amounts of 
carcinogenic agents, they are present in quantities insuffi- 
cient to bring about malignant changes in the skin of mice 
and men. 

But it is not only the skin which fails to respond to the 
traces of carcinogen in cigarette smoke. There is the striking 
fact that the increase of cigarette smoking has not been 
matched by increase in the incidence of cancer of the lip, 
tongue, larynx, or buccal cavity.’ There is, strangely enough, 
a reduction in these sites, which, of course, are those exposed 
to the greatest concentration of smoke. These are simple 
facts, but nevertheless they should always be before us when 
attempting to assess the role which cigarette smoking may 
play in the incidence of lung cancer in man.—I am, etc., 


London, S.W.3. R. D. Passey. 
REFERENCE 


' Registrar General's Statistical Review of England and Wales, 1953, Tables 
Part I. Med., p. 16. H.M.S.O. 


Carcinoma of the Vulva 


Sir,—Mr. Stanley Way is to be congratulated on the sur- 
vival rates described in “ Results of a Planned Attack on 
Carcinoma of the Vulva ” (Journal, October 2, p. 780). How- 
ever, the “ operative deaths ” (8 cases in 65 operations) appear 
very high. The causes of death are not mentioned. It 
would be unlikely that they are due to inadequate resuscita- 
tion, and one is forced to the conclusion that they are asso- 
ciated with the “ vulval wound . . . so wide that it has to be 
left to granulate.” 

Surely the dangers of sepsis, and the pain and prolonged 
disability of such a method of closure, can be obviated by 
means of a split skin graft put on at the end of the major 
procedure. If this is not possible at the time, for technical 
reasons or because of the general condition of the patient, 
the graft could be applied to the healthy granulations found 
under a fixed dressing at the end of a week.—I am, etc., 
Davip L. Dey. 


Sydney, Australia. 


Surgical Induction of Labour 


Sir,—I have read with interest the article on surgical 
induction of labour by Drs. R. A. Tennant and M. D. Black 
(Journal, October 9, p. 833) and the resultant correspon- 
dence. As a principal in general practice for six years it 
is only latterly that I have evolved a steady technique. At 
present I induce labour at 42 weeks’ maturity, in the absence 
of prior disproportion; in the presence of hypertensive 
toxaemia, with a blood pressure ef 160/100, which is not 
improved by bed rest for 14 days and in which maturity 
has reached 38 weeks ; and in minor degrees of pelvic con- 
traction at or after 38 weeks. Cases which do not fulfil 
these conditions I regard as better delivered in hospital. 

My technique of induction is very similar to that described 
by Dr. E. Condon (Journal, October 30, p. 1048), except 
that my index finger is the rupturing mechanism. I do, 
however, try to defeat the latent ‘period, which seems to me 
highly undesirable in domiciliary practice, by the use of 
castor oil by mouth and oxytocin by injection, 24 units half- 
hourly or hourly. Labour follows within 2-3 hours and 
the birth of the baby in 8-32 hours. 
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In the six consecutive cases induced under these condi- 
tions during the last 14 months there has been no foetal 
mortality or maternal morbidity. Antibiotics have not been 
used, except in ome case where the second of twins pre- 
sented by the shoulder. Following internal version and 
breech extraction I gave a short course of “ crystamycin.” 
This medico-surgical induction is certainly more trouplesome, 
but its relatively sure result makes it, in my opinion, well! 
worth while.—I am, etc., 
Huthwaite, Notts. 


Fitness, Fertility, and Blood Group 


Sir,—In a previous letter (Journal, June 19, p. 1437) | 
mentioned that Vuori’s' data on 4,789 Finnish children 
included their height and weight as well as their sex and 
age. These have now been analysed in relation to ABO 
blood group, A and O having been combined for the reason 
given in the previous letter. Vuori’s subjects consisted 
largely of State- and high-school children, and the sex ratio 
of the former is found to differ from that of the latter in 
relation to the blood groups, notably B, but in the following 
tables the two types of school are combined. 


Table I shows that the B males were, on average, both taller 
and heavier than the A + O males, but that the B females, 
though taller than the A + O females, were lighter than them. 
Vuori believed that the rate of growth may differ in different 
blood groups, and Table II shows that the weight of the B males 
rose continuously from ages 10 to 13 and 15 to 18, not only 
absolutely but also relatively to that of the A + O males, while 
the weight of the B females, relative to that of the A + O 
females, fell continuously from ages 14 to 17 and aimost con- 
tinuously from 9 to 12. Similar tendencies appear in his data 
on height. The height of the girls increased very little after 16, 
the average height of the A+O girls aged 16, 17, and 18 having 
been (in cm.) 159.1, 160.9, and 160.1, while that of the B girls 
was 159.1, 159.5, and 159.7. 


TaBLe I.—Height and Weight of Finnish Schoolchildren 


D. G. CLITHEROE. 





















































l 
Average | Average | 
Number | Group | Height Sex Weight Group | Number 
(cm.) (kg.) 
440 B 147-6 | Male 39-4 | B | 439 
1,941 A+O | 1466 | ,, 39-1 A+O | 1,908 
422 B 146-0 | Female | 397 | A+O | 1,772 
1,785 A+O | 145-7 | “ 39-2 B 419 
TaBLe I1.—Weight of Finnish Schoolchildren 
ibaa ) ) | aie 
: Weight of . 
Average Weight ;. Average Weight 
of Boys (kg.) “P| weiahtora - Age | “of Girls (kg.) 
Boys |———_—_——_! Girls -_———-——__ 
B | A+O Boys | Girls /A+0] B 
27-5 28-3 10 | -O8 | +06 9 26-0 26-6 
311 31:3 1 | -02/ -—05 10 27:8 27:3 
34-2 34-2 12 0 —1-4 il 31-7 30-3 
32 | 374 | 13 | +08 | -14| 12 | 348 | 334 
42:3 420 14 +03 —07 | 13 38-9 | 38-2 
47-4 | 50-1 is | -27| 406, 14 | 43-8 | 44-4 
53-4 53-3 16 | +01 | —08 IS | 49-4 48-6 
61-1 59-7 17 +14] —15 16 | $2:3 50-8 
65-7 62:1 18 | +36 | —28 17 | 548 | 52-0 
| 











Should the age trends shown in these tables be confirmed by 
other studies it would be particularly interesting to find whether, 
as in Vuori’s series, their-stages occurred a year earlier in the 
girls than in the boys, with a turning point about puberty in 
both sexes, and whether any correlation were to be found with 
basal metabolism (see Huxley’). It Would also be very useful 
to compare by age, sex, occupation, and medical history the 
height and weight of adults of different blood groups, as repre- 
sented, for instance, by blood donors, hospital patients, and 
necropsy subjects (Fisk* has shown that adult male viability 
varies with weight). Dossena and Lenzara‘ compared the group 
distribution of macrosplanchnic and microsplanchnic adults of 
unstated sex, the ratio of macro- to microsplanchnics in their 
series being 1.90 (19:10) for B and 1.22 (99:81) for A+O. 

Such age trends as are shown in the foregoing tables might be 
due to one or both of at least two causes. The first possibility 
is that, given (for example) measuremeat of the self-same girls 
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from year to year, B girls would be found to gain less height 
and weight with the years than A or O girls; but Vuori’s 
investigation was cross-sectional, not longitudinal. The second 
possibility is that there might be, for some innate reason, rela- 
tively fewer deaths from year to year among the smaller of the 
B girls than among the smaller of the A + O girls. In support 
of this hypothesis is the fact that the fall with age in the height 
and weight of the B girls, relative to that of the A + O girls, 
was accompanied by a relative rise in the number of B girls 
(Table IID). The ratio of B to A + O girls aged 18 was 0.35 for 
number, 0.95 for weight, and 1.00 for height. 


TaBLe Ill.—Height and Weight of Finnish Schoolchildren 
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If young B men were taller and heavier than young A or 
O men, and young B women were lighter if not shorter than 
young A or O women, this might be found to have a bear- 
ing on present evidence that B fathers may be the most 
fertile, and B mothers the least fertile, type of parent. In 
this connexion it is of some interest that in Hirszfeld and 
Zborowski’s* series of 720 mother—newborn-infant combina- 
tions the average birthweight of the infants of the 521 
A + O mothers was 3.218 kg., while that of the infants of 
the 136 B mothers was 3.189 kg. Unfortunately, the authors 
did not record the infants’ sex, while in a series of 150 new- 
born infants Dossena‘ recorded the sex but not the’ weight. 
In Dossena’s series the sex ratio is 1.86 (13:7) for the 
infants of B mothers, 1.03 (34:33) for those of O mothers, 
and 0.80 (24:30) for those of A mothers—a descending 
order which has recently been repeated in the very much 
larger series of Sanghvi® and Johnstone.’ In Klaften’s* series 
of 200 newborn infants the sex ratio is 1.57 (22: 14) for the 
infants of B mothers, 1.20 (53 : 44) for those of A mothers, 
and 1.06 (33:31) for those of O mothers. 

I am grateful to Dr. F. E. Hytten for helpful commene.— 
am, etc., 
Aberdeen. 


-— 


T. M. ALLAN. 
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Unsuspected Malignancy in Infertility 


Sir,—I was most interested in Drs. C. J. Champ and 
Mary Pollock’s report of three unsuspected cases of malig- 
nancy discovered during the course of infertility investiga- 
tions (Journal, December 4, p. 1336). I can confirm that 
these are not isolated instances. During the investigation 
of 569 cases at the Eastern District Hospital, Glasgow, one 
unsuspected case of carcinoma of the cervix was found, and 
another patient had a primary carcinoma of ovary.—I am. 
etc., 

Glasgow, E.1. A. FREETH. 

Intramuscular Lron 


Sirn,—The reports by Professor D. F. Cappell and his 
colleagues (Journal, November 27, p. 1255) and by 
Drs. J. M. Scott and A. D. Telford Govan (p. 1257) on the 
use of a new intramuscular iron preparation prompt us to 
report briefly our results with this preparation at St. 
Thomas’s Hospital. Eighteen cases of iron-deficiency 
anaemia have been treated using as criteria for treatment 
an Hb of less than 75% (Haldane) and an M.C.H.C. of less 
than 30%. All patients responded satisfactorily as judged 
by reticulocyte response and/or an increase in Hb and 
M.C.H.C., though the rate of response varied. Included 
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among these patients was a child of 2 with infantilism and 
a refractory iron-deficiency anaemia with an Hb of 56% 
({C.I. 0.6) which responded to one injection of 1 ml. intra- 
muscularly ; also one patient with long-standing rheumatoid 
arthritis and a refractory anaemia (Hb 63%, M.C.H.C. 29% 
which showed a complete response. 

In sixteen of our patients no reaction other than slight 
local tenderness and discomfort a few hours after injection 
was noted. There was skin staining in several patients, but 
this was prevented by the use of a two-inch (5-cm.) number 
IV needle and a careful injection technique. In one patient 
a prolonged staining of superficial lymphatics in the inguinal 
region resulted, and this was associated with a relatively 
slow response. Despite care in injection, two patients 
developed local pain a few hours after injection of 5 ml. 
sufficiently severe to necessitate stopping their treatment. 
One of these patients was elderly, with severe osteoarthritis, 
and it is possible that the atrophic muscles were unable to 
accommodate the bulk injected. 

In conclusion, the new preparation carries great advantages 
in combining ease of administration with speed of response. 
The possible dangers of indiscriminate use of such a pre- 
paration in place of oral therapy have been emphasized by 
Professor Cappell and his colleagues, to which might be 
added the risk that the ease of cure of iron-deficiency 
anaemias by simple intramuscular injection may lead one 
to disregard the underlying cause, such as occult steatorrhoea 
or chronic haemorrhage from lesions of the stomach or 
large bowel. 

We would like to thank Benger’s Ltd. for supplies of 
“‘imferon.”—We are, etc., 

K. R. DEMPSTER. 
R. R. M. HARMAN. 


London, S.E.1. M. S. R. Hutt. 


Sirn,—Drs. J. M. Scott and A. D. T. Govan (Journal, 
November 27, p. 1257) record their experiences with an 
iron-dextran compound for parenteral administration. They 
state that “the most remarkable features of this new pre- 
paration are the facility with which it can be administered, 
and the absence of reactions, either local or general, pro- 
vided care is taken to give the injection properly.” They 
remark that “this preparation can be given equally well 
intravenously.” Professor D. F. Cappell and his colleagues 
ia the same issue (p. 1255), and Baird and Podmore in their 
recent report in the Lancet,’ also emphasize the low toxicity. 
Our experience has been less fortunate: in a limited period 
we have encountered four severe reactions. 


Case 1.—A woman, aged 47 years, suffering from hypochromic 
anaemia, was given 50 mg. of iron dextran intravenously. With- 
in 15 minutes she complained of general uneasiness, and tightness 
in the throat and chest. Greyish pallor developed, perspiration 
was profuse, and the pulse became rapid and thready. The 
reaction passed off after about an hour. She had never pre- 
viously shown any allergic manifestations. 

Case 2.—A woman, aged 31 years, healthy and with no history 
of allergy, was given 50 mg. of iron dextran intravenously. 
Within a few minutes she developed transitory flushing of the 
face, followed by peripheral vascular collapse and loss of con- 
sciousness for a few seconds. This was accompanied by the 
appearance of an itchy urticarial rash, oedema of the eyelids, and 
respiratory embarrassment. Adrenaline was given subcutaneously, 
and at the end of half'an hour the acute symptoms began to 
subside, although exhaustion and malaise persisted for several 
hours. 

Case 3.—A girl, aged 13, suffering from idiopathic steator- 
rhoea with hypochromic anaemia refractory to iron by mouth, 
was given 50 mg. of iron dextran intramuscularly. Following this 
she developed a widespread urticaria. As she had had some skin 
rashes in the past it was not certain that the urticaria was due to 
the iron dextran. A second dose, however, given a few days later, 
was again followed by urticaria. Benger’s Ltd. supplied us with 
iron-free dextran of the same batch from which the complex had 
been prepared. This by itself gave no reaction; neither did a 
different batch of dextran, nor did an intravenous injection of 
saccharated oxide of iron. A second batch of the complex, how- 
ever, gave a further urticarial reaction. On the other hand, two 
samples of the complex prepared by a different process were not 
followed by any reaction. 


Case 4.—A woman (treated at the Royal Infirmary, Glasgow), 
aged 35, suffering from a post-haemorrhagic iron-deficiency 
anaemia and again with no allergic history, was given 100 mg. and 
200 mg. of iron dextran intramuscularly on successive days with- 
out untoward effect. A dose of 200 mg. on the third day was 
followed by angioneurotic oedema, severe enough to necessitate 
removal of her wedding ring by,cutting. The reaction lasted 
about an hour. As in Case 3, neither the dextran base alone nor 
intravenous saccharated iron oxide produced this effect. 

Cases 1 to 3 received iron dextran from a single batch, 
raising the possibility that this particular batch was at fault. 
On the other hand, case 3 showed a similar reaction toa 
second batch. The further tests carried out on her and 
case 4 suggest that there is something in the combination 
of the iron and dextran which results in a sensitizing com- 
pound. Our experience suggests that caution should be used 
in giving the iron dextran intramuscularly and that intra- 
venous administration should be withheld as a routine medi- 
cation until further trials have been possible-—We are, etc., 

SHEILA T. CALLENDER. 

Oxford Mary D. SMITH. 

REFERENCE 
1 Lancet, 1954, 2, 942. 


Acute Diffuse Lupus Erythematosus 


Sir.—Dr. S. Gold in his letter (Journal, December 4, p. 
1356) on the “L.E.” cell in the diagnosis of acute diffuse 
lupus erythematosus, mentions “ false positives” in the pro- 
duction of this cell. He ends his very pertinent letter with 
the plea that we should be sure that our diagnostic tenets 
are as reliable as the Wassermann and Kahn reactions. Is 
it not a little quixotic that amongst the commonest causes 
of biological false-positive serological reactions are the mis- 
named “collagen diseases,” of which acute diffuse lupus 
erythematosus is one? So common is a false-positive 
Wassermann reaction in these disorders'’* that it is con- 
sidered to be one of the earliest reliable signs that a patient 
is suffering from one of these very serious maladies.’ It 
would seem that one “ false positive * will redeem another. 
—I am, etc., 


London, W.1. E. J. MOYNAHAN. 


REFERENCES 


' Moore, J. E., and Mohr, C. F. (1952). J. Amer. med. Ass., 150, 467. 
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Sir.—We agree with Dr: S. Gold’s pertinent comments on 
the evaluation of diagnostic criteria in diffuse lupus erythe- 
matosus (Journal, December 4, p. 1356). .Since the publica- 
tion of our paper (Journal, November 13, p. 1140) our patient 
has died. Post-mortem examination of the tissues showed 
the accepted features of diffuse lupus erythematosus.—We 
are, etc., 

M. J. MEYNELL. 
H. L. MATTHEWs. 


Birmingham, 4. 


A Penalty of Partial Gastrectomy 


Sir,—I was interested in the letter of Mr. J. A. Ross 
(Journal, October 30, p. 1049) in which he discusses the case 
of a commercial traveller who found that employers would 
not re-employ him in his work, as he had had a partial 
gastrectomy for peptic ulcer. The only type of work to 
which I have found that the partial-gastrectomized patient 
cannot return is manual labour requiring an abnormally 
high daily caloric intake. 

While working in the teaching hospitals of McGill Univer- 
sity I found that the lumberjack who has had a partial 
gastrectomy never returns to his original occupation. This 
is because the extremely heavy work and the severe cold 
necessitate a lumberjack taking a daily diet containing at 
least 4—5,000 calories. Nearly all patients who have had a 
partial gastrectomy find that they can eat anything, but have 
to take smaller amounts at a time than normal people ; for 
this reason the lumberjack, after operation, finds that he 
cannot take in enough food in the 24 hours to give him 
sufficient calories to carry out his work. A commercial 
traveller, however, does not need a high daily caloric intake, 
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but his work may well entail that he drinks several pints 
of beer a day—this is within the capabilities of most partial- 
gastrectomized patients.—I am, etc., 


Jersey, C.1. St. JoHN BirRT. 


A Personal Card ‘for Insulin Diabetics 


Sir,—Sir Harold Himsworth has recently pointed out 
(Journal, November 27, p. 1287) the need for haemophiliacs 
to carry a card on their persons, declaring their condition 
and giving helpful details. May I re-emphasize the similar 
need for all diabetics on insulin, infinitely more numerous, 
and occasionally liable to attacks of hypoglycaemia—very 
puzzling if their condition is not known? Many diabetic 
clinics furnish these patients with a personal card, stating 
the insulin dosage, etc., and the need for restorative sugar 
in hypoglycaemia. But I know that all such patients do not 
carry this, and I would urge their doctors to see that they 
do. A useful card is issued and willingly supplied by the 
British Diabetic Association, 152, Hatley Street, W.1. Every 
insulin case should carry such a card, as well as sugar, on 
his person.—I am, etc., 


London, W.1 R. D. LAWRENCE. 


Afibrinogenaemia in Pregnancy 


Sir,—I read with pleasure your very concise and accurate 
annotation on “ Afibrinogenaemia in Pregnancy ” (Journal, 
November 6). In it you stated, “ Unfortunately this test 
takes about 24 hours.” I beg to point out that a test has 
been devised by Charles L. Schneider.’ This test can be 
done in one hour. I have found this test quite accurate 
and useful.—I am, etc., 


Kingston, Jamaica. IVAN S. PARBOOSINGH. 


REFERENCE 
' Amer. J. Obstet. Gynec., 1952, 641, 141 


Low Backache 


Sir,—I have read with interest the report of the Autumn 
Meeting of the British Orthopaedic Association (Journal, 
December 4, p. 1349). As a general practitioner “ low back 
pain” comprises a large proportion of my work. Unlike 
the panel, I cannot afford to have no answer to the problem, 
particularly so when there are published works' and papers’ 
proving beyond all doubt that manipulation and spinal trac- 
tion relieve or cure low backache in a very large proportion 
of cases. In my small experience, I maintain that there 
are very few cases of backache with or without sciatic pain 
that cannot be cured by manipulation or traction if the 
principles laid down by Dr. James Cyriax' are followed. 

I suggest, therefore, that the time has come to establish 
in all-large hospitals a department of. physical medicine, 
modelled on the department of physical medicine at St. 
Thomas’s Hospital. By so doing, the pressure on the ortho- 
paedic departments of hospitals would be relieved and the 
panel of the British Orthopaedic Association would have an 
answer to the problem of “low backache.”—I am, etc.., 


Brough, E. Yorks. LEONARD S. CALVERT. 
REFERENCES 

Textbook of Orthopaedic Medicine 

Lancet, 1, 437. 
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POINTS FROM LETTERS 


St. John’s Hospital, Lewisham 

Dr. Eric Goutston (Sydney, Australia) writes: May I endorse 
the remarks on the question of urology at St. John’s Hospital, 
Lewisham, so ably expressed by my old chief, Mr. H. P. 
Winsbury-White (Journal, October 2, p. 811)? He might have 
added another reason for the continuance of this special depart- 
ment—namely, postgraduate experience for many resident medical 
officers who pass through this hospital. A practical knowledge 
of urological principles is especially valuable in the early train- 
ing of residents, and this service should not be further curtailed 
or limited. 
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J. M. H. MacLEOD, M.D., F.R.C.P. 


The specialty of dermatology has lost another leading 
figure with the death at Farnham on December 10 of 
Dr. J. M. H. MacLeod, who was 84 years of age. He 
was consultant physician to St. John’s Hospital, and 
consultant physician for diseases of the skin to Charing 
Cross Hospital, the Hospital for Tropical Diseases, and 
the Victoria Hospital for Children. 

John MacLeod Hendrie MacLeod, the son of a 
Dundee doctor, was born at Galston, Ayrshire, on 
September 4, 1870. After graduating in arts at 
St. Andrews University he went on to study medicine 
at Aberdeen, where he graduated M.B., C.M. in 1894, 
proceeding M.D. (with honours) four years later. Before 
leaving Aberdeen to return to Dundee he was for a time 
assistant to the professor of the Institute of Medicine at 
Aberdeen University. Deciding early on in his career 
that he would specialize in dermatology MacLeod went 
abroad to continue his postgraduate studies in Paris, 
Vienna, and Hamburg. He took the M.R.C.P. of 
London in 1900, and was elected F.R.C.P. in 1916. 

Settling in London at the beginning of the century, 
he secured his first appointment at Charing Cross Hos- 
pital, as assistant in the dermatological department, in 
1901, and became a full physician there a few years later. 
His reputation as a skin specialist was based on solid 
achievement, and he quickly took a leading part in the 
dermatological world. Besides his staff appointments 
at Charing Cross Hospital, the Hospital for Tropical 
Diseases, and the Victoria Hospital for Sick Children, 
he was director of pathology, -as well as physician, at 
St. John’s Hospital for Diseases of the Skin, lecturer in 
skin diseases.at the London School of Tropical Medicine, 
and consultant in skin diseases to the Metropolitan 
Asylums Board and later to the London County Council. 
In 1930 he was elected president of the British Associa- 
tion of Dermatology, having previously been president 
of the Dermatological Section of the Royal Society of 
Medicine and president of the Section of Dermatology 
at the Annual Meeting of the B.M.A. in 1924. Ten 
years earlier he had been vice-president of the same 
section at the Annual Meeting in Aberdeen. Well known 
abroad, he was a corresponding member of the leading 
dermatological societies in France, the U.S.A., Den- 
mark, and Japan. He retired from active work at 
Charing Cross in 1929, but he remained in practice in 
London until 1945, when he went to live near Farnham, 
where he was able to enjoy the field sports which had 
provided relaxation during his busiest years. 

MacLeod was a great teacher, as his writings testify. 
His Handbook on the Pathology of the Skin was first 
published in 1903. Towards the end of the first world 
war, during which he was consultant in skin diseases to 
Royal Flying Corps hospitals, he wrote a book on Burns 
and their Treatment. His well-known and authoritative 
textbook, Diseases of the Skin, first appeared in 1920, 
and another edition was called for in 1933. He also 
wrote the chapters on dermatology in many standard 
works, as well as contributing papers to medical journals 
all over the world. He was always interested in tropi- 
cal diseases, and a few years ago he wrote a most 
informative, sincere, and appealing handbook about the 
Homes of St. Giles for British lepers, of whose council 
he was chairman. There could be no doubt of his 
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sympathy for the patients or admiration for the staff. 
In addition to his other literary work MacLeod was 
editor of the British Journal of Dermatology and 
Syphilis for a few years before the first world war. 

Justifiably proud of his ancestry, Dr. MacLeod was 
president of the Clan MacLeod Society of London. He 
married Eva, daughter of the late Joseph Ruston, M.P., 
and they had two children, a son and a daughter. 


We are indebted to Sir ARCHIBALD Gray for the following 
appreciation: The death of J. M. H. MacLeod deprives 
British dermatology of one of its most distinguished ex- 
ponents and also of one of its most colourful personalities. 
In his early days he devoted himself largely to the study of 
the histology of the skin, on which he contributed many 
original papers, and eventually produced his well-known 
book on the subject. There were, however, no branches 
of clinical dermatology to which he did not add something 
to our knowledge. 

It is not necessary for me to say anything about his work 
at Charing Cross Hospital, nor about the various posts which 
he held in the societies with which he was connected, but 
I should like to mention one or two of his other interests 
which are perhaps less known. He was associated with Sir 
Malcolm Morris in founding the Homes of St. Giles for 
lepers, and he always took a very great interest in this 
work and wrote extensively on the subject. He was in 
clinical charge for many years, and after his retirement 
became chairman of the board of management, a post which 
he held until a year ago. 

He took a great interest in skin diseases in children, having 
served for many years on the staff of the Victoria Hospital 
for Children, and was for some 15 years in charge of Goldie 
Leigh Hospital, where he endeared himself with his little 
patients and with the staff. 

To my mind, however, one of the biggest things he did 
for British dermatology was when he took over the patho- 
logical department of St. John’s Hospital for Skin Diseases, 
which at that time was not very highly thought of in dermato- 
logical circles. By putting this department on a sound basis, 
he was able to lay the foundation of the present Institute 
of Dermatology, which bids fair to become the centre in 
London of dermatological teaching and research. 

MacLeod was a scion of the Clan MacLeod, of which 
he was an active and honoured member, but otherwise he 
was certainly not “clannish.” He had hosts of friends at 
home and abroad. In his professional work he could be 
controversial, but bore ill will to no one. He had his moods: 
he could be dour and he could be gay. As a host he was 
the most hospitable of men, and when he entertained his 
friends he was the liveliest member of the party and seemed 
to possess perpetual youth. He will be missed by a large 
circle of friends. 

Our sympathy goes out to his devoted wife and to his 
family. 


Sir ALFRED HOWITT, C.V.O., M.D. 


Sir Alfred Howitt, who attained success in two careers— 
medicine and politics—died in London on December 8. 
He was interested for many years in the ancillary ser- 
vices attaching to hospital care. The profession of 
hospital almoner had no better friend. ; 

Alfred Bakewell Howitt was born in Nottingham on 
February 11, 1879, the youngest son of a medical man, 
Dr. Francis Howitt, who lived and practised for many 
years in Heanor, Derbyshire. He was educated” at 
Epsom College, from which he went on to Cambridge 
(Clare College), where he took the natural sciences 
tripos in 1901. He then went to London for his clini- 
cal training at St. Thomas’s. He qualified M.R.CS., 
L.R.C.P. in 1905, and graduated M.B.,. B.Chir. in 
1906, proceeding M.D. in 1912.. He held the post 
of senior casualty officer and resident medical officer 
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at St. Thomas’s, and later was resident medical officer 
at the West London Hospital. During the first world 
war he served in France as a captain in the R.A.M.C. 
from 1916 to 1919, and on his return established himself 
as a physician in Belgrave Square. 

At the age of 50 he turned to political life, and in 
1929 he twice unsuccessfully contested Preston, at the 
general election and at a by-election, receiving each- 
time just upon 30,000 votes. At the general election in 
1931 he was returned for Reading, where he displaced 
the sitting Member, another member of the medical pro- 
fession, Mr. Somerville Hastings, by nearly a two-to-one 
majority. He retained the seat, though by a much 
narrower majority, in 1935, and retired before the general 
election of 1945. He was a strong Conservative, but he 
worked well with the little group of medical members 
of all parties, and was chairman of the Parliamentary 
Medical Committee in 1943. 

In spite of all his political activities he pursued the 
work of his profession with ardour and distinction. He 
was a Fellow of the Royal Society of Medicine, and a 
frequent participant at the meetings of the Medical, 
Clinical, and Therapeutic Sections. He was the author 
of a thesis, “ Graves’s Disease,” and of several papers 
in the medical journals. The organization of hospital 
almoners claimed his special interest. He was chairman 
of the executive committee of the original institute, and 
after its amalgamation with the Hospital Almoners 
Association he became president of the Institute of 
Hospital Almoners, as it is now known. His addresses 
at its annual meetings were models of presidential utter- 
ances. He was also an Esquire of the Order of St. John 
of Jerusalem. 

He married the Hon. Dorothy, second daughter of 
the first Lord Marchamley, and by her he had three 
daughters. 


D. C. L. FITZWILLIAMS, C.M.G., M.D., Ch.M. 
F.R.C:S. 


J. H. writes: Surely the statement in the obituary notice 
(November 27, p. 1296) that Mr. Duncan Fitzwilliams went 
to the South African war after he qualified in 1902 was 
wrong. The war was over on May 31 that year.  Fitz- 
williams and I graduated at the same time, and his war ser- 
vice was done in his student days. His graduation was 
really delayed for one year by that service—he should have 
graduated in 1901. I rather think that he went out with 
Professor John Chiene’s hospital unit (Chiene was consult- 
ing surgeon to the South Africa Field Force). I remember 
Fitzwilliams well as a very tall, handsome young man, full 
of vitality and energy. He wrote me in 1952 from the 
Channel Isles to say how sorry he was that he could not 
attend the jubilee reunion of his fellow graduates in Edin- 
burgh in that year. 





Dr. C. D. Witson, formerly of Darlington, Co. Durham, 
died at his home at Milltimber, Aberdeenshire, on Novem- 
ber 7 at the age of 60. Charles Duncan Wilson was 
educated at Robert Gordon’s College and studied medicine 
ate Aberdeen University, where he graduated M.B., Ch.B. 
in 1924, after having served in the R.A.M.C. at Salonika 
during the first world war. He practised in Darlington from 
1925 to 1947, when he retired for health reasons. He was 
very well known for his work with the St. John Ambulance 
Brigade, and in recognition of this he was made a Serving 
Brother. of the Order of St. John of Jerusalem in 1940. 
For many years he was an examiner for the L.N.E.R. (North- 
eastern area), and despite his very busy life found time to 
lecture to many Darlington ambulance classes. Since his 
enforced retirement from active practice he continued his 
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interest in ambulance work, becoming associated with the 
British Red Cross Society and St. Andrew’s Ambulance in 
Aberdeen, as well as lecturing to many other first-aid and 
civil-defence classes. Dr. Wilson was a man of outstanding 
personality and of a most genial disposition. He was greatly 
loved by his patients in Darlington, and his passing is 
mourned by a very wide circle of friends. He leaves a 
widow, also a graduate of Aberdeen, and a son, who is a 
*medical student at Aberdeen University. 


Dr. A. O. Bisson, the senior medical practitioner in 
Guernsey, died suddenly at his home there on November 11, 
two days after his 73rd birthday. Born in Guernsey on 
November 9, 1881, Albert Ogier Bisson was educated in 
Paris and Lausanne, where he received his primary medical 
training. He enrolled as a student at the London Hospital 
in 1902, qualified M.R.C.S., L.R.C.P. in 1905, and then, 
after holding house appointments at the London, became 
junior assistant medical officer at Plaistow Fever Hospital 
and, later, senior resident surgeon at the Royal Sea-bathing 
Hospital, Margate. In later life he took a particular interest 
in obstetrics, and while at the London Hospital he was 
believed to have held the record for the highest number 
of confinements attended by any student up to that time. 
In 1907 he entered general practice in Guernsey, and four 
years later was appointed surgeon to the St. Peter Port 
Town Hospital and medical officer to the Victoria Hospital. 
In the first world war he served as a captain in the R.A.M.C. 
in France, Belgium, and Greece, returning to general prac- 
tice in 1919. A member of the British Medical Associatior 
for nearly 50 years, he was chairman of the Guernsey and 
Alderney Division in 1925-6. He also served on the ethi- 
cal committee of the Division, and attended the Representa- 
tive Meetings held in London in 1945 and 1946. For many 
years he was the medical representative on the Guernse\ 
Board of Health. In 1936 he was joined in practice by his 
eldest son, who was also trained at the London Hospital. 
At the time of his death Dr. Bisson held the appointments 
of medical officer to St. Peter Port, to Princess Elizabeth 
Hospital, and to the Société de Secours Mutuel de Guernsey. 
and surgeon to the St. Peter Port Town Hospital. He leaves 
a widow, a daughter, and three sons. 

R. B.S. writes: Seldom can a general practitioner have 
been more loved and respected by his patients and colleagues 
than was Dr. A. O. Bisson. A man of extremely sound 
judgment, his kindness, help, and cheerful countenance were 
a constant source of inspiration and encouragement to us 
all, with whom he never failed when asked to share the 
benefit of his long and wide experience. I for one shall 
never forget his sterling work during our long and weary 
years of German occupation. The tributes which have been 
paid to him and the number of people present at his 
memorial service held in the town church on November 15 
were an indication of the great love we all had for him. 
He will indeed be missed. 


Dr. J. Sacus, who practised in Penrith, died at his home 
there on November 28 at the age of 55. A native of Glas- 
gow, Joseph Sachs was a medical student at Glasgow Uni- 
versity, graduating M.B., Ch.B. in 1920. After holding the 
posts of house-surgeon and house-physician in the Western 
Infirmary, he went to Stobhill Hospital as senior assistant 
medical officer. After this he acted as a locum for six months 
in Penrith before taking up the post+eof assistant medical 
superintendent at Hope Hospital, Salford. In 1926 he took 
the D.P.H. He returned to Penrith in 1929 as a partner ,in 
a practice, where he soon became a warm favourite with his 
patients. 

F.C.E. writes: Dr. Sachs had the gift of making 
patients feel that he was a friend and adviser as well as 
family doctor, and many will fcel extremely grateful to him 
for his wise counsel. As a committee-man he was supreme, 
and he did excellent service on the Cumberland Executive 
Council, the East Cumberland Hospitals Management Com- 
mittee, and the local medical committee. He was at his 
best in a dispute, and his quick grasp of the essentials was 
quite extraordinary. The value of his advice and guidance 


in committees was enhanced by his impartiality. Some have 
said that his intellect was wasted in general practice, but I 
know that his intelligence was never wasted even among the 
most humble of his patients. Besides, he loved the life, 
and his advice was always well considered and never given 
lightly. He was just as active physically, and no one could 
have had a harder working partner, for he never spared him- 
self. In fact his weakness lay in his inability to relax and 
take things easily. During the past year all was obviously 
not well with his health, but he would never admit it, or 
give in. He had to drive on at all costs. In his last short 
illness he never complained, and he fought as he had lived, 
valiant to the end. He was a much loved and excellent 
doctor and has indeed left a shining example for others to 
follow. He will be greatly missed by patients and friends, 
who .extend their deepest sympathy to his wife and son. 


Dr. G. A. Hetps, who was a general practitioner in 
Jersey, died at his home on December 1, aged 46. Geoffrey 
Alan Helps was born in Kent and educated at Whitgift 
School, Croydon, and in the training ship Worcester, where 
he was prize cadet. Joining the Royal Navy, he attained 
the rank of lieutenant, but while playing Rugby football 
for the Navy was injured and invalided out. He then 
decided to study medicine at the London Hospital, qualify- 
ing in 1939. At the outbreak of war he was recalled to 
the Navy as an executive officer, serving in the rank of 
commander. After the war he settled in practice in Jersey, 
where he was county surgeon to the St. John Ambulance 
Corps as long as his health permitted. In spite of physical 
disability he became a most popular member of the com- 
munity in Jersey, both with his patients and his colleagues, 
having a cheerful and sympathetic disposition as well as 
being a skilled doctor. Our sympathy is extended to his 
wife and son and daughter. 


Dr. J. R. Storr, who practised for many years in Surbiton, 
died on December 3. James Robert Stott was born on 
February 19, 1881, at Kelso, and studied medicine at Edin- 
burgh University, graduating M.B., Ch.B. in 1910 and 
obtaining his B.Sc. two years later. In 1918 he proceeded 
M.D. Before settling in practice at Surbiton he gained 
experience at Ashton-under-Lyne Hospital, Kershaw Child- 
ren’s Hospital, Manchester, and at Kensington General 
Hospital, London. During the first world war he served in 
the Middle East and was awarded the O.B.E. for his ser- 
vices. After the war he settled in Surbiton-and gradually 
built up a large practice. He was a true Scot in the sense 
that he was a man of few words and had a dry sense of 
humour. But that in no way prevented him from having a 
kindly heart, and he helped many people who came to him 
with various troubles. As a colleague put it, he was “a 
good friend,” and that epitomizes his relations with his 
medical colleagues. He had been associated with the Sur- 
biton General Hospital for many years and had been chair- 
man of the medical staff committee for the last ten. He 
was a good diagnostician and had a very sound knowledge 
of therapeutics, as befitting one who was brought up in the 
old Edinburgh school. Dr. Stott will be greatly missed both 
by his medical colleagues, who without exception had a 
great respect for him, and by his patients, who knew him as 
a man of great integrity and sound medical knowledge, and 
one in whom they placed their full confidence. He had no 
children, and our sympathy goes out to his widow in her 
sudden bereavement.—R. G. S. 


A short obituary notice of Dr. FRANK D. JOHNSON was 
published in last week’s Journal. G. F. W.- writes: Frank 
Davidson Johnson came to Edinburgh from New Zealand 
as a medical student in 1904, and in his student days was 
closely associated with the original “ All Blacks.” Through- 
out his undergraduate life in Edinburgh he was a versatile 
sportsman of considerable talent. His first house appoint- 
ment was in the Hull Royal Infirmary, and he later joined 
the R.A.M.C, in the first war, serving for a long and arduous 
spell of duty in Gallipoli, Mesopotamia, and France. He 
rose to the rank of lieutenant-colonel, commanding the 
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87th Field Ambulance, and was a familiar figure with the 
British Forces in Cologne in 1919. On demobilization he 
took some refresher courses in Dublin, where he made a 
number of friends, and then came to Harrogate in 1921. 
He loved Harrogate and Harrogate loved him, and it is a 
remarkable fact that he was not away from Harrogate during 
the last 33 years for very long or very often. It is the simple 
truth to say that he was one of the most beloved medical 
men in the town. He brought to bear upon the problems 
of general practice not only a shrewd and accurate clinical 
power but also a kind of robust benevolence and great 
sincerity of purpose. Apart from general practice, he held 
several public appointments of considerable local import- 
ance of which he was very proud. I knew him for 40 years 
and never heard him say one syllable of disparagement about 
anyone living or dead, and I have very good reason for 
kriowing of the high esteem in which he was held in Harro- 
gate. Unfortunately the last few years of his life were 
clouded by invalidism of a recurrent type which he bore 
with characteristic fortitude and cheerfulness. Of his two 
sons, one is established in the medical profession and the 
other is a regular soldier with considerable overseas service. 
To his widow, formerly a nurse in Hull Royal Infirmary, 
the deepest sympathy has been extended by a large group 
of friends and relatives. 


Dr. JoHN GUTHRIE writes: As a close friend of Dr. 
ANDREW Deucnuars for over 15 years I would like to add 
a short personal tribute to the obituary notice published 
in the Journal on December 4 (p. 1362). The news of his 
sudden death at 31 came to me as a severe blow. I had 
known him from the latter part of his schooldays in 
Dumbarton and observed him develop into a doctor that 
medicine can ill afford to lose. He was excellent com- 
pany, yet retained a disarming candour and a deep sense 
of humour which only his friends appreciated to the full. 
He had ideals which drove him on, and many of us must 
have envied at times the high standard of perfection he 
set himself. Apart from his deep interest in the patient 
as a human problem, he had an enthusiasm for medical 
investigation, and after he had taken the D.T.M.&H. at 
Liverpool he was keen to return to the Tropics, where, in 
Africa and Mauritius, he had appreciated the need for medi- 
cal graduates and the immense scope these regions had to 
offer. But the chance discovery in 1950 of a disease which 
necessitated many months of uncertainty and observation 
thwarted him in his purpose and he quickly adapted himself 
to working nearer home. The knowledge that Andrew 
Deuchars will no more burst in upon us, often so un- 
expected, yet always so welcome a guest, will leave not a 
few homes the sadder. 


Medical Notes in Parliament 











Christmas in Hospital 


Mr. V. Couns (Shoreditch and Finsbury, Lab.) asked the 
Minister of Health if he was aware that many hospital 
management committees, who had only kept expenditure 
within estimates by restricting maintenance of buildings and 
similar expedients, had no exchequer funds available to help 
with Christmas festivities ; and if he would provide regional 
hospital boards with a small fund from which Christmas 
allowances could be made to hospitals which had insuffi- 
cient free moneys for this purpose. 

Mr. IAIN MACLeop said that he was aware that many 
hospital management committees were having difficulty this 
year in keeping their expenditure within their approved 
estimates, but this should not prevent the provision of 
reasonable Christmas festivities, which he had advised 
should, so far as possible, be met out of amenity funds. He 
had no doubt that regional hospital boards took into 
account the needs of particular hospitals when allocating 
their share of the income of the Central Hospital Endow- 
ments Fund. 


Mr. Co.uins said that many hospitals had no margin at 
all, and at least one board was faced with a deficit. If the 
Minister were given details of hospitals which could not 
supply Christmas extras out of exchequer funds, would he 
be able to do something about it? Mr. MACLEop said there 
was no new policy here. The instruction to which he had 
referred was issued in 1951, and it stated that free moneys 
were the appropriate source. He must agree with his pre- 
decessors that this was primarily a field for voluntary effort 
—for Leagues of Hospital Friends—and for free moneys. 


Mental Iliness Research 


Mr. KENNETH ROBINSON (St. Pancras, North, Lab.), asked 
the Minister of Health on December 6 if he was satisfied 
with the present organization of research into mental illness 
and mental deficiency ; and if he would consider the estab- 
lishment of a separate body charged with the duty of 
promoting and co-ordinating such research. Mr. IAIN 
MACLEOD stated that the Clinical Research Board, recently 
appointed, had the duty of advising and assisting the Medical 
Research Council in promoting and co-ordinating clinical 
research, including research into the treatment of mental ill- 
ness and mental deficiency. He thought these arrangements 
would prove satisfactory. 

Mr. ROBINSON suggested that the arrangements had not 
yet proved satisfactory because of the very small amount 
of money devoted to this kind of research. This country 
was living on the research done in the U.S. and in European 
countries. Was it not time a new start was made and a 
new body established ? Mr. MACLEop said that was exactly 
what had been done. The Clinical Research Board had 
only just been appointed and had not yet got under way. 
It was an entirely new development which he thought of 
the first importance, and he was glad to have taken a share 
in setting it up. 

Mr. ROBINSON also asked to what extent the provisions 
of Section 16 (1) of the National Health Service Act, 1946, 
had been implemented with reference to research into 
mental illness and mental deficiency; and what was the 
total expenditure to date on this type of research under these 
provisions. Mr. MacLeop replied that the amount was 
negligible. An annual contribution of £3,000 had been 
made under this particular subsection for the past seven 
years to the faculty of medicine at Birmingham University, 
in respect of research into mental illness, making a total 
of £21,000. Mr. RoBInson described this as very disappoint- 
ing. Mr. MACLEop pointed out that a great deal of work 
was done under subsection (2) of ‘the same section by 
boards of governors, the regional hospital boards, and hos- 
pital management committees. Taking all that into con- 
sideration, and the establishment of the Clinical Research 
Board, he thought it a better line of approach than that 
the Minister should himself sponsor research. 


Industrial Health Committee 


Mr. A. BLENKINSOP asked the Minister of Labour on 
December 7 why it was not proposed to include any repre- 
sentatives of local health authorities, medical officers of 
health, or sanitary inspectors on the advisory committee on 
industrial health services. Mr. HAROLD WATKINSON, the 
Parliamentary Secretary, stated that the Minister had 
received requests for membership of the committee from 
a number of bodies interested in various aspects of industrial 
health. These offers of assistance were under consideration. 
It was hoped that in any case it might be possible to make 
use of many of the offers of help in respect of specific 
problems or in particular areas. Mr. BLENKINSOP pressed 
the point that local authorities, sanitary inspectors, and 
medical officers had already held responsibilities in this 
field, and should have some representation. Mr. WATKINSON 
replied that the committee must be kept to such a size that 
it could operate efficiently. To make it fully representative 
of local authorities would mean quadrupling its numbers. 
He added in answer to Mr. H. MARQuaND (Middlesbrough, 
East, Lab.) that the Minister of Health had been consulted 
throughout on the formation of the committee, and would 
continue to be. 
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Makerere Medical Degrees 


Mr. JoHN RANKIN (Glasgow, Tradeston, Lab.) asked the 
Secretary of State for the Colonies whether he would press 
for the recognition of medical degrees given by the Makerere 
College as a qualification to practise medicine in the United 
Kingdom and the Colonies. Mr. H. Hopkinson, the Minis- 
ter of State, replying on December 8, said it was the policy 
of the Government to encourage the raising of the standard 
of medical qualifications accorded by university colleges in 
the Colonies to a level at which they could be recognized by 
the General Medical Council in the United Kingdom and 
by Colonial Governments generally. Representatives of the 
Council had already visited Makerere on more than one 
occasion for the purpose of reporting to the Council on 
the standards achieved at the Mulago medical school, and 
a further such visit could be expected to be made at an 
appropriate time. He added in a further reply that the 
G.M.C. was the body which granted recognition of medical 
qualifications, and that this was entirely a matter for the 
discretion of the Council. 


Psychiatric Treatment im Prison 


Mr. R. W. Sorensen (Leyton, Lab.) asked the Home 
Secretary on December 9 to what extent the psychiatric 
treatment of prisoners had been extended over the past five 
years, and how far this had proved beneficial. Major G. 
Lioyp-GeorGeE told him that the amount of time given to 
the psychiatric treatment of prisoners by the visiting psy- 
chotherapists had increased, and there had been develop- 
ments of technique. Arrangements had also been developed 
under which psychiatrists working under regional hospital 
boards interviewed short-sentence prisoners with a view 
to treatment being continued after release; and prison 
medical officers in appropriate establishments had been 
encouraged to give an appreciable amount of minor psychia- 
tric treatment in cases not calling for more intensive treat- 
ment. The benefit derived, while not easily assessed, had 
been substantial. 

Miss M. Hersison (Lanarkshire, North, Lab.) was in- 
formed by the Home Secretary that over the past three 
years the longest period spent by a Borstal girl in Holloway 
prison for psychiatric treatment was one year, but the 
average was very much less. Miss HERBISON said that many 
people felt it was very wrong that a Borstal girl should 
spend any time at all in Holloway. The disclosure that one 
had spent a year there was shocking. She asked the Home 
Secretary to do everything he could to find a place outside 
the prison for this treatment. Major LLoyp-GeorGeE said 
he sympathized with the point,.but there were other diffi- 
culties. The cases that went to Holloway numbered about 
six a year, and the average stay was two or three months. 
It would be difficult to have a special place for such a few 
cases. 

Cars in Harley Street 

Mr. Eric JoHNSON (Manchester, Blackley, Con.) complained 
to the Home Secretary on December 9 about cars parked 
in Harley Street, stating that they were frequently parked 
not only on both sides, but in a double line on one side. 
What action did the Home Secretary propose to stop this 
practice ? Major G. Ltoyp-Georce said that Harley Street 
was a One-way street, and wide enough to accommodate 
four cars abreast ; the police allowed parking on both sides 
to meet the needs of the medical specialists. Sometimes 
cars waited for short periods outside those parked by the 
kerb, but this did not often interfere with the flow of traffic. 
The police took suitable action in cases of serious obstruc- 
tion. Mr. JOHNSON said that frequently considerable num- 
bers of cars were parked in the middle of the street, which 
reduced traffic to a single lane. Major LLoyp-Georce replied 
that there were special circumstances here, because doctors 
were often required for emergency calls both+to hospitals 
and patients. There was no adequate parking accommoda- 
tion anywhere near. A few complaints had been received, 
and where obstruction had been caused action had been 


taken. Thirteen summonses had been issued this year. 
Colonel A. GomMme-DuNCAN (Perth and East Perthshire, 
Con.) said it was alleged with considerable weight that the 
vast majority of cars parked in Harley Street did not belong 
to the doctors. 





ACCIDENTS IN THE HOME 


Lord Crook called the attention of the House of Lords 
on December 8 to accidents in the home and the serious 
loss of life, personal injury, and economic loss resulting 
from them. There were, he said, some 7,000 fatal home 
accidents every year, and perhaps as many as 2,000,000 non- 
fatal accidents requiring hospital treatment. By propaganda 
of all kinds efforts were made to stir the imagination of 
people to deal with the dreadful loss on the roads. It woyld 
pay to devote more of the same sort of attention to keep 
death out of the home and the kitchen. More children 
under 15 died from accidents in the home than from any 
one infectious disease. There was no provision for notifica- 
tion of home accidents ; but a survey made by the L.C.C. 
of cases treated in certain hospitals, in which. particular use 
was made of statistics of the Edinburgh Royal Infirmary 
and the Birmingham Accident Hospital, where special atten- 
tion had been given to these records, showed a normal home 
accident rate of 4% of the population per annum. There 
were 700 deaths last year from burns and scalds. The com- 
pulsory application of fireguarding under the Act which 
came into operation on October 1 might in due course save 
some of these preventable accidents, but it did not apply 
to millions of unguarded electric, gas, and oil heaters 
already in use, nor did it apply to open coal fires. In 
addition to renewed propaganda, he suggested that there 
should be an extension of the collection and analysis of 
information about home accidents so as to provide indices 
of trends ; and that action should be taken to bring home 
to builders the necessity of improving house and flat design 
from the point of view of safety. Attention should also 
be given to the poor general standard and faulty design 
in many of the things sold for use in the home. 


Homes Like Chemist’s Shop 


LorD AMULREE, who introduced the Fireguards Bill about 
two years ago, said that, although it was of some value 
in ensuring that electric, gas, and other fires would in future 
be sold with a proper guard, most burns were caused by 
coal fires. There were 130 fatal burns a year from coal 
fires, compared with 70 from electric, 53 from gas, and 
about 58 from other fires. An alarming feature was the 
large number of children who were poisoned accidentally, 
apparently because so many homes were becoming rather 
like a chemist’s shop. Children appeared to have a lot of 
rather dangerous tablets given them, and sometimes these 
were left lying about. In 1953 a large number of children, 
169, died from taking poison by mistake; one-quarter of 
them were under the age of 5. It had been reckoned that 
there was one death in 20 cases of poisoning, so about 800 
children each year were being poisoned by mistake. It was 
difficult to stop that sort of thing, but some propaganda 
should be directed to the education of parents in keeping 
things like poisons out of the way of children. 

He mentioned two other points as worth investigation. 
The number of fatal accidents among old people seemed to 
be increasing at a faster rate than the number of old people 
itself was increasing—a curious social phenomenon; and 
whether anything was being done to reduce the inflammable 
qualities of clothing materials, particularly flannelette and 
viscous rayon, since a large number of people were burned 
to death as a result of their clothes catching fire. 


Combating Indifference 


Lorp MancrortT, Under Secretary, Home Office, said that 
last year 5.895 persons died from accidents in the home in 
England and Wales; out of every four victims one was 
under the age of 15 and two were over 65. He agreed with 
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Lord Amulree’s point about dangerous drugs. Legislation 
could occasionally remove particular causes of accidents, 
but this subject was not a very fruitful one for legislation, 
even with the best will in the world. The effect of the 
Fireguards Act would be gradual, but two things could be 
seen : it would help to ensure much better guarded appli- 
ances in future; and the number of fatal accidents to 
children from burns had been definitely reduced since it 
came into force, whether from greater public awareness of 
the dangers or because of the improved fireguards was not 
known. He promised to bring the points about greater 
safety in house design and equipment to the notice of the 
Joint Fire Research Organization and the Building Research 
Station. The inter-departmental committee on dccidents in 
the home was doing useful preventive work in its ap- 
proaches to manufacturers to improve the design of equip- 
ment, and the manufacturers were usually very co-operative. 
The British Standards Institution had also done commend- 
able work in improving design. But in the last resort it 
rested with the public to take precautions, and the most 
effective way of getting to the root of the problem was to 
spread the knowledge of accidents and how to prevent them. 
The grant of £1,500 a year to the Royal Society for the 
Prevention of Accidents was being resumed for three years. 
The final responsibility, however, must rest with the indi- 


vidual ; and the real task was to combat indifference and. 


ignorance. 





Radio Ambulances.—About one-third of the county health de- 
partments in England and Wales use radio-telephone communica- 
tion in the operation of their ambulance services. 

Identification of Babies—The Ministry of Health has received 
a number of suggestions about identifying newly born babies in 
maternity hospitals, none of which is any improvement on the 
present methods, which are widely followed in other countries. 

Telecobalt Units.—Seven hospitals already have telecobalt units 
for the treatment of cancer, and several more are in various stages 
of planning and development. 

Dental Recruiting Inquiry—An interdepartmental committee 
is to ascertain the reasons for the lack of candidates of suitable 
quality for training as dentists and to indicate possible directions 
in which remedies might be sought. 

Drugs and Appliances—The approximate amount of the 
charges paid by patients in England and Wales for drugs and 
appliances prescribed by general practitioners during the year 
1953-4 was £6.7m. 





Medico-Legal 








ATTEMPTED SUICIDE 


A case of attempted suicide can present a difficult problem 
to the general practitioner or perhaps to the recently quali- 
fied house-man in a casualty department. Since the attempt 
constitutes a legal offence, the doctor may consider whether 
he should inform the police of it. His professional obliga- 
tions forbid him to do so. 

The appropriate treatment of his patient can be carried 
out without the intervention of the law. The doctor can 
send the patient into a general hospital, or into a mental 
hospital if necessary ; or he may persuade the patient to go 
into a mental hospital as a voluntary patient. If a patient 
who is still suicidal refuses to remain in a general hospital 
and has no suitable place to go to, or refuses to go as a 
voluntary patient to a mental hospital and is not certifiably 
insane, the position might be somewhat difficult. But such 
circumstances rarely arise, and in such a case there would 
be a strong presumption that the patient was in need of 
care and protection for his own safety. If he insisted on 
taking his discharge and no arrangements could be made 
for his care and supervision, the hospital would be justified 
in arranging with the mental welfare officer to send the 
patient for observation to an observation ward or to a 
mental hospital. Thus, even for the poor and friendless 
there are methods of helping a person who has attempted 
to commit suicide other than by calling in the police. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending November 27 
(No. 47) and corresponding week 1953. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 
The table is based on information supplied by the Registrars-General 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 
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Respiratory ™ 640} 67) 117) 12 157) 35 
Non-respiratory. . 109) 9 19 3 22} 10 
Whooping-cough .. | 2,361) 155} 175} 39] 73] 2,175) 135] 293 40) 33 
1954 1953 
DEATHS 2 7 z = 
in Great Towns aS gisif 2 = vis R 2 
as E 3 Zia ss 4 3 Zia 
Diphtheria . . o oOo OF @O o oOo OF OF OO 
Dysentery .. 0 3 1 
Encephalitis, acute. . 0 0 0 
Enteric fever mn 0 oO Oo O oo oOo Oo 
Infective enteritis or 
diarrhoea under 
2 years .. és Ss ¢ 1 1 1 6) Oo 2 5 
Influenza .. - 32} 2 S| OF O 144 2 1 
Measles... ond 0 1 en o oo Oo 1 
Meningococcal infec- 
tion 7 ; Oo} 2 en 
Pneumonia a 253; 31) 23) 10) 4 212) 32) 15) 11 
Poliomyelitis, acute 3 i 0 =’ @ 1 
Scarlet fever he Oo 68}FD6UlU€}lCUO Oo 66 C8 
ae : d 4 13 ‘ 
sspiratory a il 3) 3 
Non-respiratory. . } 106) { 1 7 #60 1} 96|{ 0 1 2 2 
Whooping-cough _. 2 oO OF OF O 4 08 O8F OF 06 
Deaths 0-1 year .. 216; 31) 32) 10) 11 195} 21} 21 7; 29 
Deaths (excluding 
stil/births) . | 5,798] 833) 624) 112 157| 5,193} 723} 533) 114) 159 
LIVE BIRTHS __. | 6,719 1010) 767| 197) 318 6,950) 985) 833) 185} 398 
STILLBIRTHS 192} 19} 21 178) 21] 25 


























* Measles not notifiable in Scotland, whence returns are approximate. 
t Includes primary and pneumonia. 
§ Includes puerperal pyrexia, 








1494 Dec. 18, 1954 


VITAL STATISTICS 


BRITISH 
MEDICAL JOURNAL 





Vital Statistics 








Influenza 

Deaths from pneumonia and influenza in the 160 “ great 
towns” during the week ended December 4 were again 
higher than in the previous week, and notifications of pneu- 
monia in England and Wales rose from 557 to 614. There 
is, however, little indication at present of any substantial 
build-up of influenza in the country south of a line drawn 
from the Severn to the Wash. Earlier outbreaks have waned 
in the areas first attacked, but the north and north-west are 
still mainly affected, while over the Midlands and in Wales 
there have been numerous outbreaks. A comparatively 
small number of isolated outbreaks have been reported in 
southern and eastern England which affords some evidence 
of spread to these regions. Only Gloucestershire has been 
affected in the south-west. The disease remains mild, and, 
so far, has been most prevalent among schoolchildren. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1945-53 are shown thus ------- , the figures for 
1954 thus . Except for the curves showing notifica- 
tions in 1954, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


An increased incidence was recorded for most infectious 
diseases in England and Wales during the week ending 
November 27. The largest rises in the number of notifica- 
tions were 535 for measles, from 4,737 to 5,272, 166 for 
whooping-cough, from 2,195 to 2,361, 163 for acute pneu- 
monia, from 451 to 614, and 34 for dysentery, from 413 
to 447. 

The number of notifications of scarlet fever rose by 14 
to 849, but no large variations were reported in the local 
trends. The largest rises in the incidence of measles were 
315 in Lancashire, from 1,866 to 2,181, 111 in Cheshire, 
from 252 to 363, and 68 in Essex, from 222 to 290, and the 
only important exception to the general rise in incidence 
was a fall of 71 in Durham, from 352 to 281. The inci- 
dence of measles has increased in Cheshire and Lancashire 
more rapidly than elsewhere. At the beginning of the rise 
in prevalence in early September one-third of the total cases 
were notified in these counties compared with one-half during 
the week reviewed. The largest fluctuations in the trends of 
whooping-cough were rises of 84 in Warwickshire, from 75 
to 159, 47 in Durham, from 121 to 168, and 36 in London, 
from 119 to 155, and the largest falls were 75 in Sussex, 
from 111 to 36, and 35 in Kent, from 172 to 137. 19 cases 
of diphtheria were notified during the week, being 2 more 
than in the preceding week. The chief feature of the returns 
of diphtheria was a rise from 4 to 8 in Lancashire (Liver- 
pool C.B. 7). 

50 cases of acute poliomyelitis were notified, and these 
were 5 fewer for paralytic and 2 fewer for non-paralytic 
cases than in the preceding week. The largest returns were 
London 9 (1 case in 9 boroughs), Norfolk 4 (Norwich C.B. 
2), Cheshire 3, Lancashire 3, Yorkshire West Riding 3 
(Sheffield C.B. 2). 

The largest centres of dysentery were Lancashire 124 (Old- 
ham C.B. 39, Morecambe and Heysham M.B. 17, Liver- 
pool C.B. 13), Yorkshire West Riding 92 (Sheffield C.B. 34, 
Wetherby R.D. 34, Leeds C.B. 11), London 43 (Hackney 23), 
Leicestershire 24 (Leicester C.B. 19), Lincolnshire 19 (Scun- 
thorpe M.B. 16), and Warwickshire 18 (Nuneaton M.B. 12). 


Week Ending December 4 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 893, whooping- 
cough 2,156, diphtheria 13, measles 6,017, acute pneumonia 
728, acute poliomyelitis 42, dysentery 463, and paratyphoid 
fever 2. 
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The National Institute for Medical Research.—On Decem- 
ber 9 the DuKE oF EpinsBuRGH paid an informal visit to 
the National Institute for Medical Research, the principal 
research establishment of the Medical Research Council. 
After being received by Sir CHARLES HARINGTON, F.R.S., 
the director, and the Earl of Limerick and Sir HaRro_p 
Himsworth, the chairman and secretary respectively of the 
Medical Research Council, the Duke was taken on a tour 
of the laboratories, where he saw demonstrations of current 
research. At the World Influenza Centre laboratory, the 
first laboratory visited, it was shown how the virus re- 
sponsible for an epidemic could be typed and how by chart- 
ing the progress across the world of a particular virus strain 
the likely path of future epidemics might be forecast. In 
another laboratory there was mention of a new type of 
drug with some activity against the influenza virus. The 
common cold had been given to volunteers inoculated with 
material grown on tissue culture, but the results of such 
experiments were still inconstant. In the physical chemistry 
division a new technique for separating mixtures known as 
gas-liquid chromatography was demonstrated which is likely 
to replace analytical distillation in many industries. It 
requires only a ten-thousandth of the amount of material 
used in distillation, and is fast and efficient ; in biochemistry 
it will be particularly valuable. Among the exhibits in the 
division of chemotherapy were isotopically labelled 
“ hetrazan,” which is being used to investigate the drug’s 
action in the body against filariasis, and a recently isolated 
antibiotic with five timfes the activity of penicillin against 
certain bacteria in vitro—‘ possibly the most active anti- 
bacterial substance yet isolated.” In the division of bio- 
logical standards the technique of assaying antibiotics was 
shown, while in the division of experimental biology there 
was an exhibit on the preservation of cells at low tempera- 
tures. After luncheon at the institute the Duke drove to 
the council’s climatic research laboratories at Hampstead. 
Here he saw hot and cold rooms. In the low-temperature 
wind-tunnel, with a temperature range of —40° to +70° F. 
(—40° to +21° C.) a wind velocity of up to 33 ft. (10 m.) 
per second can be attained. 


National Ophthalmic Treatment Board Association.—This 
Association celebrated its silver jubilee with a dinner at the 
Dorchester Hotel on December 10. The chairman of the 
N.O.T.B. Association, Dr. J. N. TENNENT, of Glasgow, was 
unable to be present because of illness, and his place was 
taken fdr the evening by the vice-chairman, Mr. O. GAYER 
Moracan. The toast of the N.O.T.B. Association, which exists 
to facilitate a medical eye examination among the general 
public, was proposed by the Chairman of Council of the 
British Medical Association, Dr. E. A. GreGcG, who recalled 
the old days when Bishop Harman and Alfred Cox were 
active in its affairs. Speaking of the tragic amount of blind- 
ness still caused by cataract and glaucoma, Dr. Gregg 
referred to the deplorable practice of selling spectacles over 
the counter in some stores. He had often wondered why 
more young doctors did not go in for eye work. Respond- 
ing to the toast, Mr. GAYER MorGan described how smoothly 
the work of the N.O.T.B. Association had progressed in 25 
years. There were now 240 medical eye centres scattered 
over the country, and the membership had also increased 
considerably. They had a fundamental belief in medical eye 
examination, which should be available to everybody if they 
wished to take advantage of it. Mr. Morgan added that the 
N.O.T.B. Association was a unique organization in many 
ways, with medical men and laymen combining to provide 
a useful and ethically correct service for the public. Mr. 
A. W. Hawes, president of the Guild of British Dispensing 
Opticians, proposed the toast of the guests, to which Lord 
Crook replied. He said that he regarded the N.O.T.B. 
Association as representing a great step forward in what was 


done so well in this country—a voluntary effort to do some- 
thing for the public. Referring to the report of the inter- 
departmental committee, of which he was chairman, Lord 
Crook said that the registration of opticians was inevitable, 
but he was disappointed to find no reference in the Queen’s 
speech at the recent opening of Parliament to the legislation 
which would be necessary before the recommended changes 
could be made. 


Education of Deaf-Blind Children.—The Royal National 
Institute for the Blind has a school for blind children with 
additional handicaps at Condover Hall, Shrewsbury, Shrop- 
shire. Three years ago, as part of this school, a small unit 
was started for children who were deaf as well as blind and 
seemingly educable. Three children were admitted, and a 
fourth place was used to investigate, in turn, other deaf-blind 
children who were referred to the Institute. Seventeen such 
children have been admitted, usually for a period of five 
days, and assessed as to their suitability for admission to the 
unit when there is a permanent vacancy. These investiga- 
tions suggest that many more deaf-blind’ children than ori- 
ginally was thought could benefit from the training available 
at the unit. There is also the familiar difficulty of deciding 
whether it is deafness, mental defect, or both that is the cause 
of the additional handicap in a small child. The Condover 
Hall unit does not offer facilities for mentally defective deaf- 
blind children. In order to assess the likely demand on the 
unit, the Royal National Institute for the Blind (224, Great 
Portland Street, London, W.1) would be glad to receive 
information of all known deaf-blind children in England and 
Wales who might be educable. This would greatly help the 
Institute in making its plans. 


Funds for Rehabilitation. —The Duke or EDINBURGH was 
present at the tenth anniversary dinner of the British Council 
for Rehabilitation at the Mansion House on December 9, 
when Lord SEMPILL was in the chair. Sir WALTER MONCKTON 
made a compelling appeal for support of the work of the 
council, and in this was supported by Mr. H. VEZEY STRONG, 
chairman of the council’s executive committee. The need 
for financial support is ever present, and donors may send 
their contributions to the British Council for Rehabilitation, 
Tavistock House (South), Tavistock Square, London, W.C.1. 


Gillson Scholarship.—The Society of Apothecaries an- 
nounces that the Gillson scholarship, a triennial research 
scholarship valued at £500, will be awarded in 1955. It is 
open to licentiates and Freemen of the Society under 35 
years of age. Regulations may be obtained from the 
registrar, Black Friars Lane, London, E.C.4. 


Hampstead Ambulance Station.—The first accident ambu- 
lance station to be built in the London area since the end of 
the war was opened on December 8 at Fleet Road, Hamp- 
stead, by the chairman of the London County Council’s 
health committee, Mrs. F. E. CayForp, J.P. The station, 
which is radio-controlled, will deal with about 500 cases 
monthly, and will serve the Hampstead and St. Pancras areas, 
where there are eleven accident receiving hospitals. Among 
those present at the opening ceremony were Dr. J. A. Scott, — 
medical officer of health to the L.C.C., and the Mayor of 
Hampstead. 


Russian Doctors.—The party of Russian doctors now 
visiting Britain (see B.M.J., December 11, p. 1431) attended 
a small reception at B.M.A. House on December 13. The 
guests were received by the Chairman of Council, Dr. E. A. 
GreEGG, and were shown over the House of the Association. 


British Association of Otolaryngologists—At the annual 
meeting on December 3 the following were elected officers 
for 1954-5: president, Mr. I. SIMSON HALL ; immediate past 
president, Mr. V. E. NeGus; vice-president, Mr. C. Git- 
CareEY; hon. treastrer, Mr. J. C. HoGG; hon. secretary, 
Mr. MyYLes L. Formpsy. 


Royal Veterinary College.—Professor R. E. GLover has 
been appointed principal and dean of the Royal Veterinary 
College in succession to the late Professor J. B. Buxton. 
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Professor Glover, who has been professor of veterinary 
pathology at Liverpool since 1949, is a past president of 
the Royal College of Veterinary Surgeons. 


Sir Alexander Fleming, F.R.S., has been elected a vice- 
president emeritus of the Royal Sanitary Institute. 


COMING EVENTS 


Central Council for Health Education.—Seminar for 
medical officers of health on “ The Maternal and Child Wel- 
fare Centre: Its Future and Educational Opportunities.” 
February 22-26, 1955, at St. John House, Collingham 
Gardens, London, S.W.5. Details from the Council, Tavi- 
stock House, Tavistock Square, London, W.C.1. 


Association of Surgeons of Great Britain and Ireland.— 
Annual meeting in Glasgow, April 14-16, 1955. Details 
from the hon. secretary, 45, Lincoln’s Inn Fields, London, 


W.C.2. 


The Middle East Medical Assembly will be held at the 
American University of Beirut, April 22-24, 1955. 


Ophthalmological Society of United Kingdom.—Annua! 
congress at Royal Society of Medicine, London, April 28-30, 
1955. Main subject for discussion will be “ Sarcoidosis.” 
Hon. secretaries at 45, Lincoln’s Inn Fields, London, W.C.2. 


The Third European Congress of Rheumatology will be 
‘held at Scheveningen, The Hague, June 13-17, 1955. There 
wi!l be sections on : rheumatic fever, connective tissue, osteo- 
arthritis of the spine and disk degeneration, rheumatism 
and social medicine. Secretariat : Pieter Bothstraat, 12, The 
Hague, Netherlands. 


Fourth Commonwealth Health and Tuberculosis Con- 
ference, arranged by the National Association for the 
Prevention of Tuberculosis, in London, June 21-25, 1955. 
Details from the N.A.P.T., Tavistock House North, London, 


W.C.1. 
NEW ISSUES 


British Journal of Venereal Diseases.—The next issue (Vol. 30 
No. 4) will be available in a week’s time. The contents include: 


Some Lessons LeaRNT IN Firry YEARS’ PRACTICE IN VENEREOLOGY. L. W. 


Harrison. 

Naturat History or Syputtts AND LEVELS OF PREVENTION. E. Gurney 
Clark. 

Tue * Pre-conremporary " Sypuititic Derautter. R. S. Morton. 

INCIDENCE OF CORNEAL CHANGES IN CONGENITAL SypPuHitis. E. M. C. Dunlop 
and F. B. Zwink. 

A Nore ON THE Spectrictry OF CARDIOLIPIN AND STANDARD ANTIGENS IN 
TESTING SERA FOR SypHitis. I. N. Orpwood Price. 

Use OF THE PRICE PRECIPITATION REACTION IN NorTHERN RuHopesia. A. J. 
Evans. 

Use or STREPTOMYCIN TO COMBAT CONTAMINATION OF TREPONEMA PALLIDUM 
SUSPENSIONS IN THE T.P.I. Test. R. K. Ledbetter, jun., and R. J. 
Cumming. 

FurTHeR Prooress IN VENEREOLOGY. R. R. Willcox. 


Annals of the Rheumatic Diseases.—The next issue (Vol. 13, 
No. 4) will be available in a week’s time. The contents include: 


RHEUMATOID ARTHRITIS AND PoLyarTERITIS Noposa. J. Ball. 

PRELIMINARY CLINICAL TRIALS WITH 9%ALPHA-FLUORO HYDROCORTISONE 
ACETATE IN RHEUMATOID ArtHritis. E. W. Boland and N. E. Headley. 

Local ANTI-RHEUMATIC EFFECTIVENESS OF HicHer EsTERS AND ANALOGUES 
or Hyprocortisone. J. C. Hollander, E. M. Brown, jun., R. A. Jessar, 
L. Udell, N. Smukler, and M. A. Bowie. 

PERIPHERAL VASCULAR ErFect OF CORTISONE IN RHEUMATOID ARTHRITIS, 
SCLERODERMA, AND OTHER RELATED CONDITIONS. B. N. Catchpole, R. P. 
Jepson, and J. H. Kellgren. ° 

SUPPRESSIVE AS COMPARED WITH ANALGESIC HORMONAL THERAPY IN PATIENTS 
with RHEUMATOID AatHritis. L, W. Kinsell. 

PsyCuo-sociaL Factors tN REHABILITATION OF THE CHRONIC RHEUMATOID 
Arturitic. E. W. Loman, S. Miller, P. R. Lee, H. Stein, R. King, 
and L. Heald. 

Metasourc Errecr OF PHENYLBUTAZONE IN GoUTY AND NON-GOUTY 
Artueitis. E. R. Huffman, G. M. Wilson, C. J. Smyth, and R. Hill, 

RweuMaTic Fever as A COLLAGEN Disease. D. A. Long. 

Bone Marrow iN RHEUMATOID ARTHRITIS. J. Hovli and H. Monteiro 
Marinho. 

Muscie Spasm as A Cause or Somatic Pain. D. Taverner. 

CORRELATION OF THE EryTHROCYTE SEDIMENTATION RaTe AND GoL_p Com- 
PLICATIONS IN RHEUMATOID: ARTHRITIS. L. Kalliomiki. 

* SCREENING OF THE POPULATION FoR RHEUMATIC Diseases. J. J. de 
Blécourt. 

ROLE OF VARIOUS SURGICAL OPERATIONS IN THE HisToRY OF PATIENTS WITH 
RHEUMATOID ARTHRITIS. L. Kalliomaki. 


Issued quarterly; annual subscription to each journal £2 2s.; 
single copy 12s. 6d.; obtainable from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Monday, December 20 

Socrety ror CurtturaL RELATIONS WITH THE U.S.S.R.—8 p.m., Professor 
A. N. Shabanov: Pathogenesis and Treatment of Some Vascular Diseases ; 
Professor R. E. Kavetskii: Role of the Nervous System in the Develop- 
ment of eye ees Dr. A. D. Borisov: Health Resort 
Treatment in the U.S 

Tuesday, December > 

INSTITUTE OF DeRMaTOLOGY.—5.30 p.m., Dr. G. B. Dowling: Tuberculosis 
of the Skin. : 

Wednesday, December 22 

INSTITUTE OF DerRMaTOLOGY.—S5.30 p.m., Dr. H. Haber: Specific and 
Foreign Body Granulomas of the Skin. 

Thursday, December 23 

INSTITUTE OF DeRMATOLOGY.—5.30 p.m., Dr. J. O. Oliver: Bacteriology of 
Tuberculosis Cutis. 





APPOINTMENTS 


Lerrer, Joun, M.B.E., M.B., Ch.B., D.P.H., Deputy County Medical 
Officer, West Riding County Council of Yorkshire. 

Linpsay, Harotp Cecn, M.D., Assistant Medical Officer of Health for 
the County of Sutherland, Scotland. 

Logan, KaTtHLeen J., M.B., Ch.B., Senior Registrar Anaesthetist, Inver- 
ness Hospitals. 

NORTH-EAST METROPOLITAN REGIONAL Hospitat Boarp.—L. Potaschmacher, 
M.D., Full-time Consultant Pathologist, Tilbury and South-east Essex 
Group of Hospitals ; J. G. Stonham, M.D., F.R.C.S.Ed, D.L.O., Part-time 
Consultant Ear, Nose, and Throat Surgeon, Rush Green Hospital; H. M. 
Parsons, M.R.C.S., L.R.C.P.. D.L.O., Part-time Consultant Ear, Nose, 
and Throat Surgeon, Waltham Abbey War Memorial Hospital; J. H. 
Shelswell, F.R.C.S., Part-time Consultant Orthopaedic Surgeon, Southend- 
on-Sea Group and Runwell Hospital; A. H. R. Muir, M.R.C.S., L.R.C.P., 
D.M.R.D., Full-time Consultant Radiologist, Southend-on-Sea Group of 
Hospitals ; J. N. Milnes, M.D., M.R.C.P., Part-time Consultant Neurolo- 
gist, Queen Mary's Hospital for the East End; J. E. G. Vincenzi, M.R.C.S.. 
L.R.C.P., D.P.M., Part-time Consultant Psychiatrist, East Ham Child 
Guidance Clinic ; C. A. Storr, M.B., B.Chir., M.R.C.P., D.P.M., Part-time 
Consultant Psychiatrist. Tilbury and Riverside Hospital; R. Crawford, 
M.D., M.R.C.O.G., Part-time Consultant Obstetrician and Gynaecologist, 
Tilbury and South-east Essex Group of Hospitals; N. A. Thorne, M.D., 
M.R.C.P., Part-time Consultant Dermatologist, St. Andrew's Hospital, 
Billericay; J. W. Fawcett, M.D., M.R.C.P., Part-time Consultant 
Physician, Tilbury and Riverside Hospital and St. Andrew’s Hospital, 
Billericay ; W. D. Linsell, M.D., Full-time Consultant Area Pathologist, 
Hertford Group. 

University COLLEGE OF THE West INDIES.—J. D. Arneaud, M.B., B.S., 
D.C.P., Lecturer in Morbid Anatomy; E. H. Back, M.B., B.Chir., 
M.R.C.P., Senior Lecturer in Paediatrics; Rosemary Huxley-Williams, 
M.R.C.S., L.R.C.P., D.A., Assistant Anaesthetist. 

WILLIAMS, GEOFFREY FRANCIS, M.B., Ch.B., M.R.C.0.G., Consultant 
——— and Gynaccologist, Mid-Wales Hospital Management 

‘ommittee. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


eClancy.—On November 23, 1954, at Dublin, to Stella, wife of Dr. 
Patrick MacClancy, a son. 


MARRIAGES 


Parry—Bowen.—On September 2, 1954, at the Unitarian Church, Swansea, 
Tom Evelyn Parry, M.B., M.R.C.P., to Winifred Margaret Bowen, B.Sc. 


DEATHS 


Beath.—On October 22, 1954, at The Paddock, Claverton Down, Bath, 
Somerset, David Leslie Beath, O.B.E.. M.R.C.S., L.R.C.P. 

Coldicott.—On November 30, 1954, at his home, Chatley Dene, Beacons- 
field, Bucks, William Rimell Coldicott, M.D., aged 81. 

Gartand-Collins.—On July 22, 1954, Leo Garland-Collins, M.R.C.S., 
L.R.C.P., aged 38. 

Gtri.—On November 27, 1954, at Horsham, Victoria, Australia, 
Devarayadoorg Venkara Giri, L.R.C.P.&S.Ed., L.R.F.P.S., D.P.H., 
D.O., formerly of Eastbourne, Sussex. 

Gregory.—On November 14, 1954, Frank Gregory, M.B., Ch.B., of 
Birmingham. 

Hopton.—On November 17, 1954, at St. Bartholomew's Hospital. London, 
as Jack Hopton, M.R.C.S., L.R.C.P., of Forge House, Hayes, Kent, 
ag ; 

Johnastone.—On November 15, 1954, David Andrew Johnstone, M.B., C.M., 
of Waterbeck, Dumfriesshire, formerly of Rastrick, Brighouse, Yorks, 


aged 81. 

Levis.—On November 25, 1954, at 4, Vicar’s Court, Lincoln, George 
Samuel Levis, L.R.C.P.&S.I. & L.M., D.P.H. 

Longhurst.—On November 21, 1954, at Queen’s Gate Clinic, London, 
S.W.. Ernest Archibald Longhurst, M.R.C.S.. L.R.C.P., L.D.S., aged 79. 

Macq _arrie.—On November 23, 1954, Ian Macauarrie, M.B., ‘CM. of 
Summerhill, Cockermouth, Cumberland, aged 82 

Matthews.—On November 19, 1954, at his home. London, N.W., William 
Riddell Matthews, D.S.O., T.D., M.B., C.M. 

Norrie.—On November 20, 1954, at her home, “ Tree Tops,” oe 
Drymen, Stirlingshire, Ceci! Robertson Norrie, M.B., Ch.B 

Parry.—On November 13, 1954, in a London nursing-home, Owen Brynog 
Parry, M.B., B.S., of 39, Penylan Road. Cardiff. 

Turton.—On November 19, 1954, Philip Henry Job Turton, M.D., D.P.H., 
of * Ravenswood,”” Heanor, Derbyshire. 

Watson.—On November 25, 1954, at Bridlington, Yorks, Allan Stewart 
Watson, M.B., Ch.B., formerly ‘of Hetton Le Hole, Co. Durham. 


Winter.—On November 23, 1954, at his home, Chudleigh, Devon, Frank . 


Winter, M.B., B.S., aged 91. 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Removing Wax from Ears 


Q.—lIs there any satisfactory way of dealing with wax in 
the ears other than by syringing? ., 


A.—The best method is to employ a straight, long-handled 
wax hook of the St. Bartholomew’s Hospital pattern. Using 
a head-mirror and speculum, or an electric auriscope, accord- 
ing to one’s preference, the hook is passed sideways between 
the mass of wax and the meatal wall, and then rotated so 
that the tip points to the centre of the canal. Gentle trac- 
tion will then as a rule remove the wax. The utmost 
delicacy of touch is needed, as the deep meatal skin is 
extremely sensitive. If necessary, a few drops of Bonain’s 
anaesthetic mixture (cocaine, phenol, and menthol in equal 
parts) may be instilled, and left for about 20 minutes before 
removal is attempted. This will reduce the sensitivity 
greatly, if not abolish it altogether. 


Autohaemotherapy 


Q.—Is autohaemotherapy nowadays considered to be a 
benefit in any conditions? If so, which? Are there any 
contraindications ? What is the technique recommended ? 
What is the rationale of it ? 


A.—Autohaemotherapy is not consistently effective in any 
condition. It has been and is still often used in a wide 
range of affections, mostly dermatological, and upon occa- 
sion favourably alters the course of the disease. It is prob- 
ably a mild form of shock therapy and is practised by taking 
5 or 10 ml. of blood from a vein at the elbow and injecting 
it immediately into the deeper tissues of the buttock. This 


treatment is often repeated at seven- to ten-day intervals. 


upon six or more occasions. Some authorities use a smaller 
quantity more frequently. 

Some years ago an American dermatologist demonstrated 
that results were little different whether the blood removed 
was reinjected into the patient or was discarded, suggesting 
that any effect was psychological, which may in fact be true. 
On the other hand, there is evidence that the mere removal 
of a quantity of blood has some shock effect. There are 
no contraindications, but the rationale is obscure. 

Affections in which it has been employed with benefit are 
urticaria, pruritus, psoriasis, chronic eczema, furunculosis, 
thrombocytopenic purpura, and asthma. 


Cortisone and: Hydrocortisone in Hirsutism 


Q.—Some months ago I read a notice in a medical journal 
about the effectiveness of cortisone as an ointment in the 
treatment of female hirsuties. I would be grateful for any 
information about its use for this condition. 


A.—Cortisone given by mouth or injections is effective 
in virilism associated with high adrenal androgenic activity 
and raised values for 17-ketosteroids, in so far as it reduces 
the 17-ketosteroids to normal values, presumably by 
inhibiting the pituitary secretion of A.C.T.H. This reduc- 
tion of 17-ketosteroids probably reflects a reduction in the 
amount of androgens secreted by the adrenals and also 
indicates that the lesion is hyperplasia rather than neoplasia, 
in which latter case there is no reduction. The clinical 
manifestations of its effectiveness are the abolition of acne 
and the return of menstruation when amenorrhoea has been 
present. The effect on hirsutism is unfortunately less 
marked, although some amelioration occurs with prolonged 
treatment. The disadvantage of this therapy carried 


out for some time is that the constitutional effects of 
cortisone, given in the high doses necessary, are those of 
Cushing’s syndrome or some features of it. Cortisone given 
by inunction is readily absorbed and therefore has the same 
disadvantages except that the dose required might be less. 
Hydrocortisone has been used for certain skin diseases in 
preference to cortisone, and is said to be absorbed to a 
smaller extent than cortisone and therefore is less apt to pro- 
duce constitutional symptoms. Its use in hirsutism in the 
form of inunction is being investigated at the present moment 
by the writer, but until more substantial evidence is forth- 
coming it cannot be regarded as other than an experimental 
procedure and cannot be guaranteed to be free from dele- 
terious effects. Theoretical considerations have justified the 
undertaking of this investigation. 


Cold in Bed 


Q.—A woman, aged 60, complains of cold in bed at night 
which prevents her sleeping, however many blankets she 
uses and in spite of hot-water bottles. She also feels the 
cold considerably during the daytime. She is in good health, 
although of a somewhat anxious temperament ; looks much 
younger than her age ; and is very active. Recently she has 
begun to get rheumatic pains in her fingers, and mentions 
that her axillary and pubic hair appears to be less. She is 
inclined to put on weight unless she diets. Do you think 
thyroid medication is indicated ? 


A.—It is unlikely that thyroid would help unless the 
woman has myxoedema, and in view of her good health, 
activity, and youthful appearance this is most unlikely ; for 
the same reason Simmonds’s disease is virtually out of the 
question. Rheumatic pains in fingers and some loss of 
axillary and pubic hair are unlikely to be significant—they 
are so common at the age of 60. 

Certain people are constitutionally inclined to feel cold 
more than others, probably from a sluggish peripheral circu- 
lation. The important thing is to be warm at the time of 
getting into bed. A brisk walk before bed-time might help, 
as might a hot bath. An electric blanket switched on an 
hour before bed-time is better than hot-water bottles, but if 
the lady is married a warm-blooded husband sharing the 
bed is the best of all. 

It is worth explaining to the patient that the symptom 
does not mean there is any disease to cause it ; it sounds as 
if she might be worrying more about the significance than 
the discomfort of the symptom. 


Safety of Intercourse during Menstruation 


Q.—Is there any medical reason why intercourse should 
not occur during menstruation? If not, and it is agreeable 
to both parties, could this be considered as an absolute 
“safe period”? I have been asked this on two occasions 
and do not know the answer. 


A.—Provided both partners are free from active or latent 
genital tract infection and the desire is mutual there are no 
real medical objections to coitus during menstruation. The 
alleged risks of vaginal tears and menorrhagia are largely 
theoretical. When coitus is avoided during menstruation it 
is for the obvious aesthetic reasons and also because of old 
religious views and superstitions about a woman being “ un- 
clean” at that time. Such ideas are deep rooted, and even 
to-day probably play an important part in the increased 
modesty and selfconsciousness of women during menstrua- 
tion. Nevertheless it seems likely that coitus is practised 
during the menses far more widely and frequently than is 
generally realized. If the desire for coitus is urgent, as it 
might be if the reunion of long-separated partners coincided 
with a period, the aesthetic objections can sometimes be 
overcome if the woman douches the vagina clean and then 
temporarily controls the flow from the cervix by inserting 
a cap. 

The menstrual phase of the cycle is relatively but not 
absolutely safe and isolated conceptions are recorded—as 
they are following coitus on any day of the cycle. Never- 
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theless the chance of pregnancy is so slight that the need 
for practising contraception during menstruation is not very 
real. This is particularly true if the cycle lasts 28 days. 
The shorter the woman's cycle, and the later the day of the 
period at which coitus takes place, the greater the chance 
of conception. 


The Bedroom of an Allergic Child 
Q.—What non-allergic bedclothes are recommended for 
an allergic child? What other precautions should be taken 
to exclude possible allergens from his bedroom? 


A.—The mattress and pillows should be of soft rubber 
latex foam. Cotton sheets and pillow cases and flannelette 
or woollen blankets are allowed. Exclusion of wool is only 
very occasionally advised or necessary. No eiderdown or 
other padded type of bedding is advised. Cotton sheets 
and pillow cases should be washed weekly and blankets 
laundered or dry-cleaned every two weeks or so. 

It is also important to aim at a dust-free room. The 
floor should be bare or covered with linoleum and polished 
to give it a slightly sticky surface. Small washable rugs 
are permissible. Furniture and toys should be reduced to 
a minimum and special dusting with a damp cloth carried 
out every other day, especially of those areas where dust 
may accumulate and not be seen, such as on picture rails, 
tops of furniture, etc. 


Hydronephrosis in Pregnancy 
Q.—What proportion of pregnancies are associated with 
hydronephrosis of one or both sides? Does the renal con- 
dition return to normal after delivery? Please quote key 
references. 


A.—Although some authorities say that dilatation of the 
renal pelvis and upper ureter occurs in some degree in all 
pregnancies the usually accepted figures are 85% of cases 
so far as the right urinary tract is concerned and 70-75% 
for the left side. When it comes to minor degrees of dilata- 
tion there is clearly room for differences of opinion. The 
dilatation is more obvious in primigravidae than in multi- 
gravidae. It probably begins about the 6-10th week (some 
say 16 weeks) and reaches a maximum at 24 to 32 weeks 
(some say later). The classical papers on this subject in 
this country are those by D. Baird.’*? A useful review 
of the literature, however, is published by D. H. Schneider 
et al.’ This mentions the first observation made more than 
100 years ago and includes reference to experimental work 
in animals and women. Other articles are by G. C. Prather* 
and H. L. Kretschmer.’ The last author deals particularly 
with the time after delivery at which the urinary tract 
returns to normal, and says that it does so within two 
weeks in 60% of cases, within six weeks in a further 34%, 
and within twelve weeks in the remaining 6%. Other 
observers have found the urinary tract normal within one 
week of delivery and sometimes within 6-24 hours. In 
practice, however, it is usual to wait three months before 
deciding that the hydronephrosis and hydroureter are 


permanent. 
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What is an Obsession ? 

Q.—What makes a repulsive thought an obsession? Is 
the mechanism fully understood ? 

A.—A repulsive thought, indeed any thought, is in psychi- 
atric terminology called obsessional if it persists against the 
person’s wish and is associated with an experience of sub- 
jective compulsion. The thought, or at least its persistence, 
is on quiet reflection recognized as senseless and abnormal. 
The psychiatric usage of the term differs from that of the 
vernacular, in which any persistent and troublesome mental 
preoccupation is often called an obsession. Certain ideas, 
especially those arising from sexual or aggressive tendencies, 


may be experienced as repulsive, though they are not ob- 
sessions in the exact meaning of the word if they are re- 
jected only by part of the personality while another part 
consciously identifies itself with them and presses for their 
gratification. Obsessions usually reflect a mental conflict 
which can often be unearthed only by psycho-analysis. A 
good deal is known about the significance of the contents 
of obsessions and the type of personality predisposed to 
them, but their specific formal character and their origin are 
still not completely understood in spite of attempts by 
psychopathologists and neurologists to explain them. 


NOTES AND COMMENTS 


Ankylosing Spondylitis——Squadron Leaders P. J. R. NICHOLS 
and D. J. E. Cuesnire (R.A.F., Yealmpton, Devon) write: We 
would like to support the observations made by our colleagues 
Wynn Parry and Milligan (Notes and Comments, November 13, 
p. 1180) on your expert’s reply to the question on the early 
manifestations of ankylosing spondylitis (“* Any Questions ? ” 
October 9, p. 885). This condition can be diagnosed in the early 
stages, frequently on the history; in the last 20 consecutive cases 
seen at this unit the average interval between the onset of 
symptoms and diagnosis was 17 months. Similarly, at this stage, 
the E.S.R. is of little value; in the series mentioned above, 12 
cases (60%) were diagnosed, and accepted for radiotherapy, in 
the presence of a normal E.S.R. In our experience with Service 
personnel the degree of involvement of peripheral joints tallies 
with that of our colleagues. Polley and Slocumb’ found that 
about half of a series of over 1,000 cases of ankylosing spondy- 
litis showed temporary or permanent involvement of the 
peripheral joints. It is well to remember that ankylosing spondy- 
litis is regarded by many pathologists as a disease arising not in 
the sacro-iliac joints but in the posterior intervertebral joints 
(Collins),? and that the general teaching and attitude towards this 
disease have been concentrated upon the full-blown involvement 
of the sacro-iliac joints, a later manifestation of the condition. 
If we can come to regard ankylosing spondylitis as a general 
collagen disease usually starting in the small joints of the spine, 
but with pathological changes identical with rheumatoid arthritis 
(Collins),* the earlier we are likely to make the diagnosis, remem- 
bering that ankylosing spondylitis may well present as an affec- 
tion of the peripheral joints, with a normal E.S.R. and with 
normal x-ray pictures of the sacro-iliac joints. From this point 
of view the American name of rheumatoid spondylitis has much 
to recommend it. 


REFERENCES 
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2 Collins, D. H. (1949). The Pathology of Articular and Spinal Diseases, 
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Correction.—In the summary of the article on “ Primary 
Tuberculosis of the Lung ” by Drs. J. H. Thomas, D. B. Morgan, 
and T. W. Davies (Journal, December 4, p. 1325) the second sen- 
tence should have read: “ Serious complications developed in 
20.3% of the active cases’ (not “* Previous complications . . .”’). 


Refresher Course Books.—Copies of the first two volumes of 
collected articles from the Refresher Course for General Practi- 
tioners published in the Journal are still available at 25s. (postage 
ls.) each. The first volume contains 55 articles and the second 
60. Each article has been revised and brought up to date by 
its author. 

Books of “ Any Questions ?”—The second and third books 
of “ Any Questions ? ” are available at 7s. 6d. (postage 6d.) each. 
The third book contains a cumulative index to all the questions 
and answers in all three books. 


These books may be obtained from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1, or through 
any bookseller. 
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